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CORRECTIVE THERAPY 
A MEDICAL SYNERGIST IN TOTAL REHABILITATION 


By 


A. B. C. KNUDSON, M. D. 


Chief, Physical Medicine Rehabilitation Division 


VETERANS ADMINISTRATION 
WASHINGTON 25, D. C. 


Presented at Association for Physical and Mental Rehabilitation New York, N. Y., May 18, 1949 


This is the first time that I have had 
the privilege of talking to the mem- 
bers of the Association for Physical 
and Mental Rehabilitation since your 
organization, and I assure you that I 
appreciate the opportunity. Since this 
is a very special occasion, your Third 
Annual Meeting, I am most happy to 
have been selected for a part of the 
program. 

I thought it would be interesting 
for the purpose of my brief presenta- 
tion to look upon Corrective Therapy 
as a ‘medical synergist’ in total reha- 
bilitation — restoration of our patients 
to their homes, to their communities 
and to jobs commensurate with their 
physical capacities. If we look in an 
anatomy book, and this will appear 
commonplace to you, we see that the 
the muscles which produce a move- 
ment in a common direction are call- 
ed synergists. Now if we refer to a 
medical dictionary we see that the 
term synergy means, “the cooperative 
action of two or more agents or oOr- 
gans; their working together,’ and 
‘synergist’ is one of these cooperating 
with another. This analogy applies to 
the Corrective Therapist as a cooper- 
ating and contributing member of the 
therapeutic team in Physical Medi- 


cine Rehabilitation of which the phy- 
siatrist is the captain. This team, in 
turn, becomes a working unit which 
is again part of the larger therapeutic 
team in the hospital — this team 
being composed of the physicians in 
the various medical specialties and 
their respective pensonnel, and includ- 
ing also the nurses, social service per- 
sonnel, etc. This entire team of a hos- 
pital again is a part of the total 
team which is made up of the 128 VA 
hospitals throughout the country. Just 
as cells in the body make up organs 
and these constitute the physiological 
mechanism known as an individual, 
so Corrective Therapy has a definite 
place in the structure of the working 
‘medical team’ which is treating the 
thousands of hospitalized veterans we 
are anxious to return to a state of phys- 
ical and mental well-being. Dr. Paul B. 
Magnuson, our Chief Medical Direc- 
tor, has continually stressed the ‘team’ 
concept in the Department of Medi- 
cine and Surgery, since TEAMWORK 
is the keynote for success in the medi- 
cal challenge confronting the Veter- 
ans Administration. Those of you who 
have seen or will have the opportun- 
ity of seeing the GM & S exhibit 
which was recently completed and is 


presently on display in the Union 
Station in Washington will note this 
concept of the therapeutic team in.all 
the panels. 

I realize that you have come a long 
way since your organization was form- 
ed; I feel that you still have a long 
way to go. Don't we all? In Physical 
Medicine and Rehabilitation we may 
look back and note that not too many 
years ago our schools of medicine 
either did not include this specialty 
in the curriculum or perhaps a total 
of four hours was allocated to the 
subject during the four years of un- 
dergraduate instruction. However, the 
past three decades have marked real 
progress in the field of physical medi- 
cine and_ rehabilitation. The first 
World War gave considerable impet- 
us to the development of technics, 
equipment and the training of per- 
sonnel. This was far outshadowed by 
the effect of the second World War 
on the further progress of this work. 
The contribution of Mr. Bernard Bar- 
uch of large sums for research, teach- 
ing and establishment of rehabilita- 
tion centers has had a far-reaching 
influence. We now have our specialty 
board in this field. Many of the Class 
A medical schools of the country have 
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established departments in physical 
medicine and rehabilitation under the 
jurisdiction of a physician trained and 
experienced in this work. In most 
instances they are recognized as equal 
to medicine, surgery and other major 
departments. Through hard work and 
considerable energy we have over- 
come many of the obstacles to pro- 
gress and development which once 
seemed insurmountable. We discover- 
ed that as a new specialty develops 
in the science of the healing arts. 
certain apprehensions arise in the 
minds of other groups. As a new 
specialty trying to delineate our 
sphere of activity, we are warned that 
we are trespassing upon what is 
considered to be the sovereign terri- 
tory of another specialty. However, 
we have obtained our objective; we 
must now fortify jour position by 
means of quantitative research to re- 
place the empiricism so rampant in 
physical medicine in the past. We, 
too, feel that we have come a long 
way; we know that we have a long 
way to go. 


Although I note that Dr. Sidney 
Licht will speak to you on “The His- 
tory of Medical Gymnastics,” and I 
assure you that he will give vou an 
excellent presentation on this subject, 
I cannot resist referring to the early 
concepts of medical gymnastics. This 
concept was known to the early 
Greeks. Aegineta (625-690 A.D.) and 
Oribasius (326-403 A.D.), two Greco- 
Roman physicians, said that every in- 
tensified movement was gymnastic 
exercise. Later, a second definition in- 
troduced into each exercise the idea 
of active volition. This definition was 
relayed to the Middle Ages by Galen 
and Avicenna, the concept of medical 
gymnastics now including all health- 
ful and health-furthering exercises. 
This included both preventative and 
therapeutic gymnastics, the latter con- 
sisting of exercises for the sick, weak 
and elderly. (We note the field of 
Geriatrics even in those good old 
days ). Asclepiades (128-68 B.C.) used 
medical gymnastics in connection with 
massage and dietetics. It is indeed in- 
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teresting to note that today we are in- 
terested in research on the influence 
of diet, especially protein, in the re- 
habilitation of chronically ill and 
severely disabled patients. Dr. How- 
ard A. Rusk is deeply interested in 
this very project. We will pass over 
the ups and downs of medical gym- 
nastics until Alberti (1404-1472) stat- 
ed that physical exercise was of the 
greatest importance, even in early in- 
fancy, — “the muscles are strengthen- 
ed, the nerves become accustomed to 
strain, the blood circulates more 
quickly, in short, the whole physical 
being becomes more lively. With in- 
creasing age, exercise becomes of still 
greater importance..” We could almost 
imagine that Alberti had obtained the 
results of some very recent research 
studies. We are all familiar that 
studies of several investigators have 
shown that patients observed after 
prolonged bed rest show a decreased 
blood volume, a decrease in the size 
of the heart, an inability to do con- 
tinuous work, and in a loss in reaction 
time. These studies revealed that it 
was practically impossible to keep 
patients in normal calcium balance 
the first six weeks they were subject- 
ed to bed rest in spite of adequate 
diet and indicated medication. It also 
required more than twice as much 
protein in the diet to keep the patient 
in positive nitrogen balance. And re- 
garding exercise for the elderly we 
know that today in the field of geri- 
atrics perhaps the best tonic for aging 
is useful activity. 

We see that medical gymnastics 
arose from the recognized need of 
men to preserve their health with 
appropriate exercises ordered by phy- 
sicians. I would like to skip a hundred 
years and make a last reference to the 
history of medical gymnastics. Mer- 
curialis (1530-1606) established the 
following principles: 


(1) Each exercise should preserve 
the existent normal healthy state. 


(2) Exercise should not disturb the 
harmony between the principal 
humours. 





(3) Each exercise should be suited 
to certain fixed parts of the body. 


(4) All healthy people must be in- 
terested in gymnastics and regu- 
lar exercise. 


(5) Sick people are permitted only 
such exercises as do not exacer- 
bate the existing condition of the 
patient; exact diagnosis must be 
the basis for such individualized 
treatment. 


(6 


~— 


Convalescents, weak and older 
persons should have special ex- 
ercises. 


(7 


~ 


Persons who lead a_ sedentary 
life, as well as 
prisoners, 
nastics. 


scientists and 
urgently need gym- 


I suspect that Mercurialis could have 
written a pretty good technical bulle- 
tin. History thus proves that your 
work did not begin with the physical 
reconditioning programs inaugurated 
during the war. 


As I glance among you from face 
to face the most striking single pecu- 
liarity is the extraordinary diversity 
that is evident among you. Alike in 
that the majority of you are men; you 
are unlike of course, in your features; 
quite unlike, no doubt, in your minds 
and thinking; and, again, diversified 
in your past training and specific, 
personal interests in Corrective Thera- 
py. And so it is challenging to think 
what will be your future careers. 
Some of you are interested in research, 
others of you in teaching, perhaps a 
few more especially in administration, 
while many of you have a primary 
interest in the clinical application of 
Corrective Therapy. We hope the ma- 
jority of you, and I am sure it is 
true, have a sincere zeal for the 
vigorous, whole-souled and _ intelli- 
gent contribution you can make to the 
total rehabilitation of our patients — 
shall I say, the synergistic application 
of your profession. Your presence here 
is testimony that this is true. 


To emphasize the long way you have 
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come is to say that the Corrective 
Therapists in our VA hospitals have 
done a remarkable job. They have 
achieved and maintained the respect 
of physicians, including not only the 
physiatrist, but also the neurologist, 
the psychiatrist, the orthopedist and 
other specialists both of the hospital 
staffs and of the consultant group, of 
the nurses, psychologists, fellow-ther- 
apists and other personnel of the hos- 
pitals. I shall not go into the various 
specialized categories and disease en- 
tities where you have made a v aluable 
contribution. You are familiar with 
these. They include the psychiatric 
patient, acute, chronic, disturbed and 
post-surgical; the neurological patient, 
paraplegic, hemiplegic, Parkinsonian, 
multiple sclerotic and others; as well 
as orthopedic, medical and surgical 
patients and the blinded. 


I know that you are more interested 
in the opportunities of the future. 
And of these there are many. The 
field of Physical Medicine Rehabilita- 
tion is agog with research problems 
Wemanding solution. We must all 
work together to obtain scientific 
data by which to understand the 
mechanisms which have given us 
many of our results. The decondition- 
ing phenomena which follow inactiv- 
ity, the remarkable progress by pa- 
tients in early ambulation, the re- 
search necessary to develop criteria 
for evaluating the capacity of individ- 
ual patients for daily activities, work 
tolerance, emotional potentialities and 
relapse thresholds all demand further 
study. There is a little master-word 
that controls our success or failure in 
these directions. That little word is 
WORK. It is a word we are all 
familiar with, or we would not be 
here today. Your past accomplish- 
ments have been based on this word. 
It has been said that the one universal 
fertilizer which makes things grow 
and progress, whether they be profes- 
sional, social, or in the garden, intel- 
lectual or physical, is the sweat of 
hard work. Future success will de- 
pend on the well-planned implemen- 
tation of this word — energetic, and, 


I must add, synergetic WORK — work 


that is full of vigor and enthusiasm, 


and work, TEAMWORK, on the part 
of all of us, that is aimed in the same 
direction, toward the common objec- 
tive of rehabilitating the patient. 


To reach your objectives it is neces- 
sary to appreciate clearly the aims 
and objectives each of you should 
have in view as a Corrective Thera- 
pist — a knowledge of the body, its 
structure, physiology and pathology. 
incident to disease; and a knowledge 
of yourself. The first, special educa- 
tion, will make you a better therapist; 
the other, an inner personal educa- 
tion, will make you a truly good mem- 
ber of the team. The one is mainly 
extrinsic and is for the most part 
accomplished by teacher, text and 
demonstration; the other is principally 
intrinsic and must be worked out by 
each one for himself. Each may be 
had without the other, but the ideal 
combination which spells success is 
to have a due proportion of each. 


This brings us to the subject of 
training which is important to every 
one of us in our work. I think we 
would all admit we need more. As we 
have the opportunity for further study 
we still say we need more; perhaps 
none of us will reach the point where 
we will say, “Nope! No more training 
for me. I know all there is to know 
about it.” or “I’m satisfied. I'll get 
along from now on with what I’ve 
got.” Several schools for corrective 
therapists have been conducted in the 
VA, both for those in neuropsychiatric 
hospitals and those in general medical 
and surgical hospitals. More of these 
schools are being planned, and their 
content will change in accordance 
with current conditions as to need 
and indicated subject matter. Dr. Ear] 
C. Elkins and Dr. H. Harrison Clarke 
have made a study of the training re- 
quirements for physical educationists 
for reconditioning and rehabilitation. 
In commenting on the professional 
background of corrective therapists 
in the VA it was noted that these 
personnel have had special courses in 
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reconditioning and have had extend- 
ed service in Armed Forces and vet- 
erans’ hospitals under medical super- 
vision. It was stated that these correc- 
tive therapists were selected carefully 
from a much larger number who had 
served in the Army, Navy, and Air 
Forces physical reconditioning pro- 
grams during World War II. “As a 
result, they are much better prepared 
for the mission they perform than is 
a person who was graduated from 
college in 1947 with a major in phy- 
sical education and who had no pre- 
vious experience in this field. It seems 
logical to presume, therefore, that 
the qualifications of these men must 
be evaluated in terms of the job they 
have done on the operational level 
after extensive experience and in-ser- 
vice training under competent medi- 
cal supervision rather than entirely 
in terms of college degrees and formal 
courses passed, This observation will 
also apply to those who have had 
advanced training in correctives at 
schools of physical education . . . A 
final point of interest that might well 
be mentioned is that physical recon- 
ditioning has attracted men. In the 
older field of physical therapy, most 
of the technicians have been women. 
The choice of the newer field by 
men should prove a definite asset to 
physical medicine and rehabilitation.” 
This corroborates the statement that 
has been made, that a very essential 
part of a student’s instruction is ob- 
tained, not only in the lecture room, 
but also at the bedside. If it follows 
adequate basic training, it makes of 
the hospital a college in which stu- 
dents may slowly learn for themselves, 
under skilled professional direction, 
the phenomena of disease. 


In summary, may I say that your 
combined efforts directed in a syn- 
chronized and unified manner for the 
care of the patient will bring you 
additional success, the respect of your 
fellow-workers, and the gratitude of 
the patients you treat. Standards, both 
as to education and administration 
of therapy, must be maintained by 
all. Weaknesses and deficiencies of 
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one or a few of you will reflect un- 
favorably upon your organization. A 
united front is essential for your 
continued progress in your work. 
You must plan, work and teach with 
an honest, courageous, progressive 
and synergistic attitude. 


Unity promotes concord — in Phy- 
sical Medicine Rehabilitation our 
common interest in the restoration of 
the patient, with the same aims and 
identical objectives for his welfare, 
gives us, if anything can, a feeling of 
comradeship, and should promote the 
active cooperation of all therapists 
and physicians engaged in this work. 
While we apply the methods of 
science in our work with patients, we 
must also practice a liberal humanism 
toward them — to promote further the 
integration of science and humanism 
in the practice of rehabilitation. Our 
mission is meaningful; not stilted, 
empty ritual. 


I have pointed out briefly some of 
the evolution of your work, past ac- 
complishments and future opportuni- 
ties — all linked with progress. Of 
this I know you are proud. I know 
you also take pride in the accomplish- 
ments of your organization. It has 
been more than an instrument of 
association and comradeship; it has 
gradually assumed a prominent place 
in the field of rehabilitation. The 
future development of your Associa- 
tion should constitute a reaffirmation 
of the ideals and objectives which 
have come to you through the cen- 
turies of history of medical gymnas- 
tics — ideals and objectives without 
which Corrective Therapy as a ‘Sy- 
nergist in Total Rehabilitation’ could 
not exist. 
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TREATMENT OF 
RHEUMATOID ARTHRITIS 


By 


W. PAUL HOLBROOK, M.D., DONALD F. HILL, M.D., 
CHARLES A. L. STEPHENS, Jr., M.D., LEO J. KENT, M.D. 
and EDNA McCARTHY, B.A. 


Tucson, Arizona 


Reprinted from May 1949 (Vol. 5, No. 5) Issue of POSTGRADUATE MEDICINE 


Rheumatoid arthritis is a progres- 
sive crippling disease for which there 
is no known single cause and no 
specific cure. While we search for a 
cause and a cure, prevention and cor- 
rection of the crippling deformities 
are of the utmost importance. Inas- 
much as the eventual result of rheu- 
matoid arthritis is joint deformity in 
flexion, measures to prevent and cor- 
rect such deformities are basic. 

This outlines a basic program of 
the common ways by which arthritics 
develop crippling deformities. Simple 
methods of preventing these deformi- 
ties are presented. 


BASIC PROGRAM 
Essential for Every Patient 
4. Prevent Deformity 
1. Rest and exercise — Balance — 
Avoid strain to joints, limit or no 
weight bearing. Bed, non - sag, 
joints in maximum extension. Re- 
movable casts, splints, foot board, 
sand bags, ace bandages, shoes, 
crutches, etc. Prescribe accurate- 
ly and check regularly (for life): 
A. Corrective exercises—all joints. 
s. Group muscle tensing. 
c. Amount of general physical ac- 
tivity. 
B. Improve General Health 


1. Explain problem — “Cause” and 
“cure” unknown but known pro- 
cedures prevent crippling and 
hasten arrest of disease. 

2. Diet — For best nutrition pres- 
cribe accurately: vitamins, amino 
acids, etc., if indicated. 
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3. Bowel management — Avoid ca- 
thartics, but give definite instruc- 
tions. 

4. Correct anemia — Transfusions, 
iron, Hcl, folic acid. 

5. Relief of pain — Aspirin (nar- 
cotics never required). 

6. Removal of foci — At time c 
fully chosen. 

7. Occupational therapy — Design- 
ed to suit individual problems. 


care- 


c. Elective Methods 


1. Transfusions—Mutiple often help- 
ful, occasionally dramatic. 

2. Gold — Only after starting basic 
program, then by approved 
methods with caution (60% of 
2,140 patients “marked improve- 
ment”) from literature. 

3. Pregnancy — (83% of 96 patients 
“marked improvement” ) 
literature. 

4. Climate — Usually helpful, small 
percentage dramatic. 

5. X-Ray — Spondylitis only. 


from 


DOUBTFUL, WORTHLESS OR 
HARMFUL METHODS 


Vaccines, Penicillin, Sulfa Drugs, 
Neostigmine, Procaine I. V., Fever 
Therapy, Massive Vitamin Dosage, 
B. Venom, Cobra Venom, Short Wave, 
Chlorine Gag, Sulfur, A.C.S. 

By using the basic program, i.e., 
prevention of deformity and improve- 
ment of general health, many patients 
improve and some recover without 
further procedures. 
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It is important to follow this basic 
program indefinitely, regardless of ad- 
ditional therapeutic aids chosen, be- 
cause through these measures much 
crippling can be prevented, no matter 
how long the active arthritis may last. 

Crippling deformities can be pre- 
vented largely by a proper balance 
between resting the affected joints 
and exercising them properly. Because 
the deformity comes in flexion, rest 
should be in extension, and exercises 
should be designed to strengthen the 
extensor muscles and to relax the 
flexors. Patient’s refusal to rest on the 
basis of fear of stiffening joints is 
easily dispelled when rest measures 
and exercises to gain motion and 
strength are explained. 


Proper rest means the avoidance of 
all strain on affected joints, either by 
limited or no weight bearing. While 
at bed rest, the patient must be in a 
non-sagging bed with joints in maxi- 
mum comfortable extension, bent or 
acutely painful knees must be sup- 
ported by rest casts; foot drop may 
be prevented by foot boards. Sand 
bags will prevent leg torsion. If the 
patient is ambulatory, he must wear 
proper well-fitted shoes. If the knees 
are affected, crutches (not canes) 
should be used, and the patient must 
be instructed how to walk properly 
with these aids. 


Patients with knee involvement 
should be provided with chairs ele- 
vated on blocks, which result in a 
higher seat and permit the patient to 
get in and out of the chair without 
strain. It is also of value to have a 
built-up toilet seat for the same rea- 
son. Elbows and wrists should be 
rested in the extended position. A 
simple cock-up splint will prevent 
wrist drop. 

Exercises must be accurately pre- 
scribed for a full range of motion in 
each joint, and the patient must be 
regularly checked and exercises in- 
creased as tolerance permits. In ad- 
dition to joint motion, muscle tensing 
exercises, involving the various groups 
of extensor muscles, must be done re- 
gularly on a graduated program. 


Improving the general health in- 
volves both mental and physical fac- 
tors. To keep the patient’s mental 
health, the problem must be explain- 
ed to him thoroughly. He should be 
told that there is no known single 
cause for the disease, and no specific 
cure, but with faithful effort on his 
part, and full cooperation with his 
physician, crippling can be prevented. 
involved joints can be helped, and 
that he has an excellent chance to im- 
prove. Treatment should be discussed 
in terms of months, not weeks. A few 
of the many factors in improving 
general health are listed on the chart. 

After a patient has been placed on 
the basic program, certain elective 
methods can then be chosen carefully 
for use. Doubtful methods and ex- 
perimental therapy need not be con- 
demned wholly, providing the basic 
program and suitable elective meth- 
ods have been instituted. To use such 
methods and so-called cures without 
utilizing a full basic program is never 
justified. 


GENERAL INSTRUCTIONS FOR 
CORRECTIVE EXERCISES 
A. Reasons: 
1.To increase and maintain joint 
motion. 
2.To strengthen the muscles for 
joint support. 
3. To increase circulation. 


B. Amount of Exercise: 


1. All exercises are to be done slow- 
ly with complete relaxation be- 
tween each exercise. 
. Add resistance later 
ated. 
. Tense the muscle group when 
there is no joint motion or too 
much inflammation. 
4. Bed patient: Start with 2 motions 
4 times a day. Increase 1 motion 
each week, or every third day if 
possible, until doing each motion 
10 times 4 times a day. 
. Ambulatory patient: Start doing 
each exercise 3 times a day. In- 
crease 2 times every third day 
until doing each exercise 10 times 
twice a day. 


bo 


when toler- 


oo 


ot 


JOURNAL OF PHYSICAL AND MENTAL REHABILITATION, December, 1949 


c. Rules of Tolerance: 

1. Increased pain and soreness may 
be expected after the first few 
days of regular exercise. 

2. Pain during exercise is not signi- 
ficant. 

3. Pain persisting hours after the ex- 
ercise period, or increased pain 
in the same joint the next day 
means the exercises should be de- 
creased until added pain is gone. 

4. Tolerance to the exercises varies 
according to the weakness and 
length of non-use of the muscles 
and the amount of inflamation of 
different joints. 

.Do all the things in caring for 
yourself that do not produce joint 
strain. 

Erercises must be done at regular 
hours daily and continued until 

doctor orders otherwise. 

E.Consult your doctor for specific 
directions on method and amount 
of exercises. Regular checking is 
essential. 


EXERCISES FOR 
RHEUMATOID ARTHRITIS 
1. Lying on back, legs straight: Take 
a deep breath, expanding the 
chest. Hold the chest expanded 
until the count of 5; then relax. 

. Lying on back, legs straight: Con- 

tract the abdominal muscles, flat- 

tening the abdomen. Hold the ab- 

domen flat while breathing natur- 

ally. 

Hands: 

A. Make a fist. 

B. Stretch the fingers straight. 

c. Spread the fingers apart. 

p. Pull the thumb over to the tip 
of each finger making as round 
a circle as possible. 

4. Hand resting on the bed, palm 
down, or on body if elbow will 
not straighten: Raise the hand for 
wrist motion. 

5. Elbow bent at a right angle; upper 
arm resting on the bed. 

A. Bring the fingers to the tip of 
the shoulder. 

B. Keeping the palm turned up, 
push the hand down toward the 
bed, straightening the elbow . 


wl 


I 


” 


ii) 


oo 


-J 








6. Arms resting at sides; palms to- 
ward body: 

A. Raise the arm sideways away 
from the body, and back. 

B. Raise the arm, thumb leading, 
forward, upward, and as far 
back as it will go, and down the 
same way. 

c. Raise the arm forward, upward, 
the same way, and as far back 
as it will go; then swing the arm 
out to the side and around back 
to the side. 

7. Lying on back, legs straight; Curl 
the toes over; keep the toes curled 
and turn the foot in and pull the 
foot up, stretching the heel-cord; 
hold the three motions until the 
count of 5. Then relax the whole 
foot. 

8. Lying on back, legs straight: Con- 
tract the muscles on top of the 
thigh, pulling on the patella (knee- 
cap) and flattening the knee. This 
exercise is increased up to 10 times 
a day, 10 times each if knees are 
particularly involved. 

9. Lying on back, legs straight: Hold- 

ing the leg straight, take the leg 

15 inches to the side and back. Do 

not go far enough to tilt the pel- 

vis. 

Lying on the back, knees bent, feet 

on the bed: Raise the knee toward 

the chest; straighten the knee by 
lifting the foot in the air, stretch- 
ing up with the heel; let the knee 
bend and the foot return to the 
starting position. Alternate knees. 

11. Lying on back, knees bent, feet on 
the bed: Pull in the abdomen; then 
squeeze the buttocks muscles as if 
to roll the seat up off the bed, 
tilting the pelvis and flattening the 
lower back hard on the bed. 

12. Lying on back, legs straight: Flat- 
ten the neck by making a double 
chin, and at the same time stretch 
up through the top of the head 
as if to pull the ears away from 
the shoulders. 

13. Lying on back, legs straight: Turn 
the cheek as far as possible toward 
the bed; stretch, keeping should- 
ers flat on the bed; come back to 
straight position and rest. 


10. 


— 


14. Lying on back, legs straight: Pinch 
the shoulder blades together. 

15. Lying on back, legs straight, arms 
at sides: Raise the arm forward, 
upward, and as far back as it will 
go. Then swing the arm out to 
the side and around back to the 
side. 

16. Lying on back, legs straight, arms 
bent at sides with hands back on 
the bed: Keeping the hands and 
elbows as near the bed as possible, 
push the arms up overhead, lett- 
ing the elbows straighten as you 
push up until the upper arms are 
beside the ears stretch; pull down 
to the sides in the same manner. 

17. Lying on back, knees bent, feet 
on the bed: Take a deep breath, 
expanding the chest; hold the 
chest expanded and push the dia- 
phragm up and down 5 times 


(panting). 


CORRECTION OF 
KNEE DEFORMITIES 

When knees have not straightened 
by simple methods: 

Before and after care is essential, 
proper manipulation is indicated. 

Experience teaches the method and 
time required. 

The acute joint needs rest. 

The subacute joint improves with 
proper position after manipulation. 

Manipulation only after adequate 
preparation. 

Under general anesthetic leg is 
straightened and full leg cast is ap- 
plied. 

Exercise starts first postoperative 
day. 

After 4 to 6 days cast is opened. 

Passive exercise is started once, 
then twice daily. 

Active exercise is started and in- 
creased daily to tolerance. 

Rest in shells or casts tied on be- 
tween exercise periods. 

In 4 to 8 weeks when strong enough, 
patient stands daily with crutches — 
no braces. 

TOTAL — 65 CASES 
AGP TGP. on cccieres 17 to 68 years 
ee 43 years 





Average: 
Duration arthritis ...... 7.2 years 
Duration contraction ....3.2 years 
The above were helpless 


RESULTS 

11 walked with crutches — some help 
required 

12 walked with crutches — indepen- 
dently 

40 walked normally 

2 anklyosed straight — couldn’t walk 

63 walking since manipulation (aver- 
age 6.4 years) 

2 ankylosed 

65 total 

Previous examples are patients who 
failed to use preventive measures and 
developed bent knees. 

All cases of bent knees must go 
through a period of three or four 
months on simple measures. 

No weight bearing. Rest casts and 
exercises are essential before manipu- 
lation is considered. Those that do not 
straighten on simple measures are 
manipulated. Most of them have ac- 
tive arthritis. 

None had a-flare up and many times 
the activity of the knees subsided, 
probably because mechanics and phy- 
siology were improved, Crutches are 
used for balance (not weight bearing ) 
until patient walks with normal gait. 

Extreme care in follow-up is neces- 


-_ CONCLUSIONS 

1. Full basic program of treatment 
should be instituted for every pa- 
tient with rheumatoid arthritis. 

2. Suitable elective procedures may 
then be instituted. 

3. Crippling deformities are prevent- 
able in a high percentage of pa- 
tients by the simple inexpensive 
measures which have been describ- 
ed. 

4. Prevention of knee flexion deform- 
ity is simple and inexpensive, is 100 
per cent successful, and can be ac- 
complished by any physician. 

. Correction of these knee flexion 
contractions is difficult, time- con- 
suming, requires skill and experi- 
ence, is expensive, and is not al- 
ways successful. 


ut 
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RAPID REHABILITATION 
OF BACK CASES“ 


J. L. RUDD, M. D. 


REUBEN J. MARGOLIN, M. A. 


INTRODUCTION 


In a general medical and surgical 
hospital which admits a large num- 
ber of back cases, rapid rehabilitation 
is an essential part of the total treat- 
ment program. Rapid rehabilitation 
attempts to secure maximum restora- 
tion of back function for the patient 
within the short period of hospitaliza- 
tion necessary. At the West Roxbury 
Veterans Administration Hospital 
which deals essentially with acute 
cases, the average length of stay is 
from fifteen to thirty days. 


In the period from April 1, 1946 to 
April 1, 1948, a large number of back 
cases with various diagnoses were 
admitted to the hospital. The major- 
ity of these cases were sent for treat- 
ment to the Physical Medicine Re- 
habilitation Service. Our task was to 
facilitate the discharge of these pa- 
tients as quickly as possible and still 
provide maximum benefit. Treatment 
prescribed included physical therapy, 
occupational therapy and intensive 
corrective therapy. All discharged 
patients were given a mimeographed 
copy of the back exercises and were 
counseled to do these exercises at 
home for a period of at least three 
months. 


There have been many types of 
back disabilities referred to our serv- 
ice. From the Orthopedic Service 
alone the annual survey of April 1, 
1946 to April 1948 showed the follow- 
ing statistics: 


Admissions: Classified — Anatomi- 
cally and Pathologically — Spine: 


1. Low back pain, including 
postural strain, acute and 
chronic lumbo sacral and 


sacroiliac strain 114 

2. Herniated Intervertebral 
Disc 123° 
3. Osteoarthritis 19 
Fractures 11 
5. Miscellaneous 62 
Total 340 


Operations—Major and Minor 
Excision disc with spine fusion 38 


Excision of disc (excluding 
those from Neuro - surgical 


Service ) 10 
Other causes 16 
Total 64 


*Unusually large number of herniated inter- 

vetebral discs is due to the fact that this 
hospital receives practically all of the disc 
disabilities in this area. The Orthopedic 
Department is booked far in advance with 
cases seeking admittance. 


These figures represent only those 
from the Orthopedic Service. It should 
be mentioned that we have been 
treating a large number of cases of 
Rheumatoid Spondylitis from the 
Medical Service, post-operative disc 
excisions from the Neurosurgical, and 


few back cases from the Neuro- 
psychiatric Service. 


The large number of back cases 
referred to us by the various services 
highlights the importance of initiating 
a rehabilitation program, as soon as 
medically feasible, with a view toward 
early discharge of the back case in 
the best possible condition, out- 
patient follow-up, home treatment, 
and fewer subsequent readmissions. 
Exercises performed under supervi- 
sion are essential. There is a general 
tendency among many patients to be 
negligent in the continuance of exer- 
cises when on their own responsibil- 
ity. Most patients benefit more from 
thirty minutes of exercise under su- 
pervision than sixty minutes without 
supervision. 

The most interesting cases, as well 
as the most difficult, are those with 
intervertebral disc lesions. An im- 
mediate, often recurring, therapeutic 
problem is presented, depending 
upon whether the disc is removed 
without fusion of the spine, whether 
fusion has been done, or if conserva- 
tive treatment is pursued. As Barr! 
points out, it is essential to make a 
positive differentiai diagnosis because 
strains and sprains involving the 
lumbo-sacral and sacroiliac joints may 
give a clinical picture similar to that 
of ruptured intervertebral disc. Con- 
servative therapy is specifically rec- 
ommended in the former cases. In 
the cases with disc symptoms there 
have been two types of treatment 
employed: (1) the radical treatment 
which consists of an operation remov- 
ing the disc, with or without fusion, 
and (2) the conservative treatment 
with stress on a moderate exercise 
program over a minimum period of 
three to six months. 


Our findings, consistent with those 
of others in physical medicine, are 
that most of the cases that are re- 
ferred to us with low back pain are 
caused by chronic postural strain. 


General debilitation after illness, 


°Published with permission of the Chief, Medical Director, Department of Medicine and Surgery, Veterans Administration who assumes 
no responsibility for the opinions expressed or conclusions drawn by the authors. 
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chronic exhaustion, recreational and 
occupational activity resulting in poor 
posture, or poor habits from early 
childhood, are given as the more com- 
mon causes. Symptoms develop over a 
period of years, resulting in recurring 
acute attacks of strain which subside 
after a short time following treatment. 
Consequently, postural exercises con- 
stitute an important aspect in the 
management of postural strain. Hans- 
son* has emphasized the importance 
of pelvic rotation as a means of over- 
coming lordosis and muscular strain 
in cases of postural backache. Gold- 
thwaite et al* stress the need for 
breathing exercises and exercise for 
the abdominal muscle group in order 
to obtain optimum mechanical align- 
ment. We have found many of these 
exercises, with modifications and ad- 
justment to suit the individual case, 
useful in our rehabilitation programs. 


Some cases referred to us for treat- 
ment presented either a psychosoma- 
tic or a somatopsychic background. 
In psychosomatic cases the predomi- 
nant etiologic basis, was of course, 
the psychic factors. On the other 
hand, in cases of somatopsychic na- 
ture, the psychic factors were second- 
ary to the original somatic disability. 


From the point of view of treat- 
ment, it is often important to make 
the distinction as to which factor is 
predominant, i.e., the somatic or the 
psychic. If the somatic factor is pre- 
dominant, then the treatment in 
physical medicine is the more impor- 
tant procedure. Generally, if the 
physical symptoms are cleared, the 
psychic concomitants usually clear 
also. On the other hand, when the 
psychic factor is predominant, treat- 
ment in physical medicine serves as 
an aid to psychiatric and other thera- 
pies. 

Our functional backaches 
principally of two types: 


were 


1. Neurasthenia, frequently _re- 
sulting from residual neuro- 
muscular hypertension. 


2.Camptocormia — conversion 


10 


hysteria, resulting from some 
psychic trauma. 


Our objective in these cases was to 
relieve the muscular and nervous ten- 
sion by establishing correct body 
mechanics in addition to teaching 
“progressive relaxation.” 


Back cases afflicted with arthritis 
constituted a difficult postural prob- 
lem for which a longer period of time 
was required for treatment. Never- 
theless, these cases were included in 
our program because we _ believed 
that early exercise contributes to re- 
duction of hospital stay. Physicians 
may vary in their opinions as to when 
exercises should begin, but all gen- 
erally agree that it should be given 
as soon as possible. Kuhn* states that 
active exercises should be given for 
rheumatoid spondylitis as soon as 
pain subsides. Piersol and Hollander’, 
however, claim that exercise must be 
carried out frequently by every arth- 
ritic, regardless of the stage or activi- 
ty of the disease. Our practice has 
been to attempt to put the patient 
through his full range of passive mo- 
tion, to maintain as nearly as possible 
normal mechanical alignment with 
muscle setting and breathing exer- 
cises, even in the acute stage. Active 
exercises are begun as soon as the 
acute phase is terminated. The nature 
and extent of the exercise varies since 
it must be adjusted to the severity of 
the disease in the patient. 


Arthritic patients were discharged 
with an understanding of the impor- 
tance of correct body mechanics and 
with a program of exercise to follow 
out of the hospital. Correct body 
mechanics was considered as impor- 
tant as any other form of treatment 
and instituted quickly. 


A small number of cases with frac- 
tured vertebrae (dorsal-lumbar ) pre- 
sented an interesting problem in cor- 
rective therapy. 


In the early stage of healing, static 
muscle contractions were begun im- 
mediately. This was followed by ac- 
tive hyperextension exercises as soon 


as the patient was able to perform 
them. The primary purpose of hyper- 
extension exercises is to strengthen 
the erector spinae muscles and also 
to maintain the vertebrae in the opti- 
mal position for healing. In addition, 
the usual general physiological bene- 
fits accompanying activity accrue. 
Exercise helps to prevent a negative 
nitrogen balance, a slightly negative 
potassium balance, an increase in the 
excretion of thiamine and riboflavin, 
and decrease in the size of the heart.® 
If the hyperextension exercises are 
carefully carried out, forward flexion 
should be possible after healing is 
complete. Should there be some limi- 
tation of motion, forward flexion ex- 
ercises may be given later. Watson- 
Jones’ stresses this point. He states 
that regular exercises prevent the stif- 
fening of the immobilized joints of 
the spine and even after many months 
of immobilization there should be no 
difficulty in regaining normal move- 
ment. Not all vertebral fractures 
should be given hyperextension exer- 
cises. Watson - Jones contraindicates 
its use in the following:* 


1. Fracture—dislocation with lock- 
ing of the articular processes. 


bo 


.Comminuted fracture with neu- 
ral canal involvement. 


3. Hyperextension fracture of the 
vertebral body or neural arch. 


4. Traumatic spondylolistheses. 


TREATMENT 


The specific treatment for various 
types of back cases are given in four, 
often - overlapping, phases; orthope- 
dic, physical therapy, corrective ther- 
apy, and occupational therapy. In the 
orthopedic section, when a patient 
presented an acute picture of low 
back pain or a question of a disc, he 
was handled in the following manner: 


1. Absolute bed rest. No bathroom 
privileges. 


2. Bed boards (hard mattress ) 


3. Traction ( Buck’s extension ) 
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4. Medication and sedation (vita- 
mins and salicylate ) 


5. Flexion of the head and knees to 
keep lumbar spine flexed so that 
pressure at the posterior aspect 
of the intervertebral space may 
be lessened. 


In conjunction with the orthopedic 
treatment, a rapid rehabilitation pro- 
gram was initiated in the physical 
therapy department. Radiant heat 
and massage was given first. If in- 
sufficient relief was gained by this 
method, a more penetrating induc- 
tion coil short wave diathermy was 
applied by means of a disc electrode 
in order to increase circulation local- 
ly. Following the heat treatment, 
manipulation and stretching were 
performed by the physiatrist in those 
cases in which approval for such a 
method was received from the ortho- 
pedists. This method was applied 
where, on physical examination or by 
X-ray, there was no finding of frac- 
ture, dislocation, infection, tumor, 
congenital abnormalities or any other 
possible contraindication. 


The method used was similar to the 
so-called “Keegan-Abt maneuver”, in 
which the manipulation is started 
with patient lying on a plinth, flat on 
his back with both legs extended. 


Acute flexion of the leg on the thigh 
and of the thigh on the abdomen is 
first performed on the unaffected side. 
A forceful full extension of the leg is 
then elicited by a combined kick by 
the patient and an added pull on the 
patient’s ankle by the operator. The 
procedure is then repeated on the 
affected side from three to ten times, 
until subjective relief is reported and 
when an increase in extension of the 
extremity is noted objectively. Occa- 
sionally, sufficient relief is obtained 
so that the patient is immediately 
able to stand, walk erect, or even 
bend forward, with little or no pain.® 
(See Figure 1) 


In sacroiliac strains another mani- 
pulative method may be used. The 
patient lies on his unaffected side, 


facing the physiatrist. The leg on the 
unaffected side is completely extend- 
ed and the leg on the affected side 
hangs relaxed over the edge of the 
table. The upper back and shoulders 
of the patient are fixed as flat as pos- 
sible on the plinth. Pressure is ap- 
plied anteriorly to the upper shoulder 
by the hand of the operator nearest 
the patient’s head, and downward 
oblique pressure is exerted by the 
operator’s other hand or elbow just 
lateral to the involved sacroiliac joint. 


(See Figure 2)'° 


In those back cases where pain is 
localized and muscle spasm is mark- 
ed, ionization with novacaine solu- 
tion is sometimes used to furnish 
some temporary relief. Message and 
manipulation may subsequently be 
given with less discomfort to the pa- 
tion who is helped by ionization. 

The most important treatment fac- 
tor in the rehabilitation of back cases 
is the exercise program in corrective 
therapy. In the orthopedic section, 
good body mechanics and muscular 
development were considered of pri- 
mary importance to prevent muscle 
atrophy. 


The bed and gymnasium treatment 
consists of basic postural exercises, 
the gymnasium program including, in 
addition, special exercises for the in- 
dividual pathologic condition. All pa- 
tients reporting to the gymnasium 
with a back lesion are given specific 
exercises for postural strain. The pur- 
pose of these exercises is to strive 
toward the development of good body 
mechanics. In many cases of low back 
pain and postural strain, these exer- 
cises alone are sufficient to secure re- 


lief. 


It may be mentioned here that al- 
though these exercises have been used 
by many well known authorities on 
cases of uncomplicated low back pain 
and postural strain, we found them 
to be helpful in our conservative and 
post-operative treatment of discs. In 
these cases, too, the problem is main- 
ly that of back strengthening and 
good posture. 
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The following exercises are com- 
binations of, or modifications of, those 
used by Goldthwaite, Krusen, Hans- 
son, Kuhns, Thibodeau and others. 
Basic Postural Exercises: 

On back: Contract gluteal muscles 

with an anterior pelvic roll. Draw 

in abdomen and. exhale. Relax, in- 
hale, keeping abdomen in and chest 

raised. (See Figure 3) 


On back: Knees flexed, hands by 
side. Forcibly flex the neck and up- 
per part of the spinal column while 
contracting the abdominal muscles. 
Hold contraction to a count of 
seven: then relax (See Figure 4) 


On back: For hamstring stretching, 
flex left hip and knee, then extend 
the knee and dorsiflex the foot until 
the stretching is felt in the ham- 
string muscles. Repeat for other 
leg. (See Figure 5) 

On back: Bicycle exercise—lumbar 
spine flat on mat. (See Figure 6) 
On stomach: Hands over head; 
palms down; keep chin down. 


(1) Raise left arm straight in the 
air; then lower it. 
(2) Raise right arm; then lower 
it. 
(3) Raise left leg; then lower it. 
) Raise right leg; then lower it. 


(5) Raise left leg and right arm; 
then lower them. 


(6) Raise right leg and left arm; 


then lower them. 


(7) Raise both arms and legs; 
then lower them. 
then lower then. (See Fig- 
ure 7) 


Standing position: (This exercise 
(1 and 3) is also done in the supine 
recumbent position. ) 


(1) Stand with heels, hips, 
shoulders and head againgt. 


wall. 


(2) Slide hand in space between 
wall and lower back. 


(3) Press lower back against 


hand. 
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(4) Walk away from wali in 
corrected posture. (See Fig- 
ure 8) 


An attempt is made to have all pa- 
tients receive back strengthening ex- 
ercises prior to a disc operation. Pre- 
operative exercises are given to teach 
the patient the more important exer- 
cises he will have to do post-opera- 
tively. Also, pre-operative exercises 
are valuable from the standpoint not 
only of minimizing muscle atrophy of 
disuse, but actually to produce the 
maximum muscle fiber hypertrophy 
possible. Even when some muscle 
mass is lost as a result of inactivity 
folowing the operation, the total 
amount remaining would be greater 
than in a previously unexercised mus- 
cle group and would thus contribute 
to better activity. Following the oper- 
ation in cases of spine fusion, the 
exercises are begun after three weeks 
of bed rest so that the fusion may 
take place first. The exercise consist 
of static contractions of the muscles 
of the back plus general conditioning 
exercises to other parts of the body. 
No attempt is made to get these pa- 
tients out of the hospital earlier be- 
cause of these activities but to 
strengthen the back muscles for bet- 
ter function. 


In the case of disc operations with- 
out fusion, bed exercises can begin 
within two or three days after the 
operation. An attempt is made to 
strengthen the muscles of the back 
and even to overdevelop them, if pos- 
sible. Postural training to correct 
functional lists, not infrequently pres- 
ent, is also important at this stage. 
Exercises to increase flexibility of the 
back generally are not begun before 
at least three weeks. With the above 
exercises patients gets along without 
braces and develop stronger sacro- 
spinalis muscles then those who do 
not have this activity. 


In some cases where no operation 
is indicated and the patient is in trac- 
tion, bed exercise is begun when it 
appears that the acute attack of low 
back pain is subsiding. Mild to mod- 


erate exercises, short of pain, are be- 
gun, then gradually and progressively 
increased. 


A number of these now receive the 
intravenous novocaine solution mix- 
ture followed by back exercises for 
the relief of pain and muscle spasm. 
The patient often leaves the hospital 
within five to six days. Without this 
combination treatment the orthope- 
dist estimated that a period of four- 
teen days would elapse before the 
patient with uncomplicated low back 


pain could be discharged. 


Each patient is checked by the 
physiatrist to determine postural dev- 
iations. The most common condition 
found was that of lateral curvature 
of the spine. A good many cases had 
developed scoliosis as a result of poor 
postural habits, thereby augmenting 
their disability. Others developed a 
functional scoliosis subsequent to 
their “backache.” The usual key cor- 
rective asymmetrical exercises for 
scoliosis (depending on the nature of 
the lateral curvature) are given in 
those cases which have shown them- 
selves resistant to symmetrical exer- 
cises. The principle of these exercises 
is to determine the key position which 
corrects the existing deformity. For 
example, a simple lying or standing 
key position in a total left curvature 
would be that of the right hand ex- 
tended above the head and the left 
hand on hip or reaching down toward 


heel. 


When a disc operation without fu- 
sion is indicated for a patient who 
presents a picture of functional scol- 
iosis, no asymmetrical exercises are 
given. Pre-operatively recumbent 
supine postural exercises are given to 
toleration. Post-operatively moderate 
postural bed exercises are started 
within a few days. These exercises 
usually are sufficient to correct func- 
tional scoliosis. If the desired results 
are not obtained, these patients are 
then started on a regime of corrective 
exercises and generally the curvature 
is corrected within a short time. 


Occasionally it follows (in many of 
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the cases in which the disc has been 
removed but where a fusion has not 
been carried out) that due to protec- 
tive shortening of the extensor mus- 
cles of the spine, varying degrees of 
stiffness occur. In these cases, exer- 
cises are given which increase flexi- 
bility and prevent immobilization of 
the back. These exercises consist of 
those which stress forward flexion. 
They range from a moderate flexion 
exercise such as is done from a sitting 
position, hands clasped behind the 
neck, keeping the lower and upper 
portions of the back straight, with 
bending forward at the hips, to the 
more extreme type prescribed by a 
neurosurgeon, consisting of a com- 
plete forward roll on the mat with 
assistance from the therapist. Such 
specific exercises have been effective 
in Our cases. 


EVALUATION 


In attempting to evaluate the re- 
sults obtained by our therapy, we 
realized the difficulty involved in 
measuring improvement quantitative- 
ly. The subjective complaint of pain 
is so closely associated with disability 
that we felt that the disappearance ot 
pain was the best criterion for the de- 
termination of progress. Our chief 
sources of evaluation included the re- 
port of the patient, our direct ob- 
servations and impressions, and the 
information gathered by the reports 
of ward physicians. 


For example, the following excerpts 
from the Orthopedic report of April 
1, 1946 to April 1, 1947, indicates the 
importance that was attached by the 
Orthopedic Service to our work in the 
Physical Medicine Rehabilitation Ser- 
vice. 

The allied services in the hospital 
which have been of great help to the 
orthopedic service in maintaining its ex- 
cellent results deserve mention in this 
survey. 


The corrective therapy group has been 
of invaluable assistance in our back case 
problems. This department his been very 
helpful and cooperative in securing 
marked relief of low back pain by cor- 
rective exercises. It is due to their fine 
cooperation and efforts that we have 
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such a good percentage of “back cures” 
without operative interference. 


The occupational therapy department 
has been helpful in assisting with this 
form of therapy while the patient is oc- 
cupied in some interesting occupational 
therapy project and also helps him utilize 
spare time on the ward with the “arts 
and skill” department. 


The Physical Therapy, Corrective 
Therapy, and Occupational Therapy 
Section of the Physical Medicine Re- 
habilitation Service make weekly rounds 
every Tuesday morning at 8:00 A.M. 
with the orthopedic resident staff. Cases 
are discussed, presented, and opinions 
requested as to what these various de- 
partments can do to help the patient’s 
status. 


During the year there have been sev- 
eral interesting problem cases. Many 
cases of low back pain have responded 
to the treatment. Each case with low 
back pain, with or without a history of 
sciatic radiation, is classified either for 
conservative therapy or operative treat- 
ment. The cases which are classified for 
conservative treatment are those in 
which the complaint is of short duration, 
when there is a full range of back mo- 
tion, and only slight or no involvment 
of reflexes, where posture is good and 
these patients are not incapacitated in 
their work. 


Those who show no defect by spino- 
gram or who have a slight defect but are 
not incapacitated, or those cases in 
which there is no indication of a disc by 
clinical examination, receive the con- 
servative form of therapy. This treatment 
comprises physiotherapy with heat and 
massage and occasional stretching. A 
group of corrective exercises are also 
presented to the patient by the rehabili- 
tation service. The patient is given a 
series of pictorial charts which demon- 
strate the exercises. He is instructed in 
these exercises by the rehabilitation sec- 
tion and when he is properly oriented, he 
is discharged from the hospital. He is 
allowed to return once a month to the 
Gymnasium where he is corrected in his 
exercise procedures. If the results are 
not satisfactory, he is then returned to 
the orthopedic clinic for further consid- 
eration and study. 


Patients who are admitted for observa- 
tion and probable operative treatment 
are those who have acute or chronic low 
back pain associated with restrictions of 
back motion, a list, severe sciatic pain 
radiation, diminished or complete loss 
of reflexes, and atrophy of muscle. Spino- 
grams are done only on those cases 
which are considered to have definite 


disc syndromes and, with the approval 
of the neurosurgical consultant. If the 
patient is incapacitated, if a defect is 
seen in the spinogram, the case is oper- 
ated upon. 

The low back brace, Boston type was 
used routinely in conservative cases in 
order to give the patient the necessary 
back support and relief of muscle spasm. 
However, it has been learned that a back 
brace is not necessary and that the pa- 
tient will usually strengthen his erector 
muscles by exercise within a period of 
two weeks. This makes him relatively 
comfortable and requires no rigid sup- 
port. The brace is used routinely for 
post-operative disc excision with fusion 
and is worn for three months post-opera- 
tively, after which it is gradually dis- 
carded. It has been our experience that 
low back pain has disappeared within 
three months in those cases which are 
treated conservatively. Within a month 
the patient should be working. Cases 
which do not respond are admitted for 
further study and consideration. This 
number has been comparatively small. 
A Case Report: 

This twenty-one year old, white, male 
student entered this hospital complaining 
of pain, of 2% years duration, in the left 
hip, radiating to the left ankle, associated 
with a list toward the right. 

To determine the cause of the low 
back and left leg pain, a myelogram was 
done which showed a defect at the level 
of L4-L5. 

On 14 August 1947 he was operated 
upon and a ruptured intervertebral disc 
between L4-L5 on the left was found 
and removed. He was in bed one week 
post-operatively. Following ambulation, 
he showed rather marked erector spinae 
muscle spasm in the lumbar region, bi- 
laterally. He was unable to reverse his 
normal lumbar curve, which was some- 
what exaggerated post-operatively. The 
patient was not too cooperative in his 
endeavors to overcome this by exercise. 
However, he was started on progressive 
corrective therapy exercises with whirl- 
pool baths and radiant heat in physical 
therapy, which, although it produced 
generalized improvement, did not relieve 
the pain locally. He was given tubocura- 
rine, 1 ce., intramuscularly, without 
marked relaxation of muscle spasm in 
the lumbar area. He was then tried on 
intocostrin, gradually increasing doses 
being given every second or third day 
up to a maximum of 2 cc. without mark- 
ed change. During this entire period he 
had been going to the gymnasium twice 
a day and every effort was made to en- 
courage him to perform his exercises in 
bed in his room. His general muscular 


activity and posture had improved. Basic 
postural exercises, followed by hanging 
from the stahl bar, key corrective and 
forward flexion exercises were included 
in the corrective therapy prescription. 
There was slight improvement in mobil- 
ity of the lumbar spine at the time of 
discharge. He was discharged maximum 
hospital benefit to return to Orthopedic 
Follow-up Clinic. 
Diagnosis: 
Herniated intervertebral disc; treated, 
improved 
Operation: 
Hemilaminectomy, removal of inter- 
vertebral disc, lumbar spine, 14 Aug- 
gust 1947, No. 095 
Disposition: 
Patient was discharged on 13 October 
1947, maximum hospital benefit. 
Follow-Up: 
11/13/47 
Patient returned for check up after a 
period of three months. He still has 
some stiffness but there is no pain in 
the leg. He is doing his exercises daily. 
The right lower extremity is one-half 
inch shorter than left with a resultant 
scoliosis. He has difficulty in arising 
after sitting for a long period. A one- 
half inch lift on right heel of shoe to 
be obtained in one-quarter inch steps 
was advised. 
2/19/48 
Patient returned again after six months 
for an additional follow-up. He is do- 
ing well and has no complaints. He 
was advised to continue his exercises 
and return in three months. 
5/20/48 
When patient returned for a check 
up after nine months, he stated that he 
had pitched eight innings in a base- 
ball game with twelve strikeouts. He 
now has good range of back motion 
with no difficulties. The result is con- 
sidered excellent. 


This typical case report exemplifies 
the point that we would like to stress 
in our article; namely, that even 
though maximum hospital benefit was 
obtained, it was far short of complete 
rehabilitation. It indicates the neces- 
sity of continuing the rehabilitative 
phase outside of the hospital. In this 
particular case the exercises were ef- 
fectively supervised at home by the 
patient’s brother. Because of the short 
hospital stay, treatment, at best, can 
only be initiated and its completion 
depends upon an outside longer range 
follow-up program. 
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SUMMARY AND CONCLUSIONS 


We have presented a program 
stressing rapid rehabilitation of low 
back conditions encountered in a gen- 
eral medical and surgical hospita!, In 
a hospital of this nature, such a pro- 
gram, we believe, is necessary in 
order that the patient receive maxi- 
mum hospital benefit in the shortest 
time possible. Hospital stay is reduced 
and in many cases, readmissions are 
lessened. An in - patient and out - pa- 
tient treatment program was admin- 
istered, stressing the importance of 
corrective therapy exercises for 
strengthening specific muscle groups 
in the back. 

These exercises should be done as 
adiuncts to other activities in physical 
medicine and orthopedics and should 
always be under the supervision of 
the physiatrist and the ward physi- 
cian. It is the opinion of the rehabili- 
tation staff that exercises, to be effec- 
tive, should be given under supervi- 
sion. 


Since we operate as a consulting 
service, a chief source of evaluation is 
represented by the reports of the 
ward physicians. Progress claims of 
the patient and our own reports to a 
lesser extent, were included in the 
total evaluation. 


It is extremely essential to stress 
that back rehabilitation is merely ini- 
tiated at the hospital and is continued 
by follow-up at the hospital and su- 
pervision at home. Mimeographed 
copies of the exercises with written 
instructions were given as an aid to 
home superyision. Treatment must be 
considered as a problem of short term 
hospitalization, and a longer term 
out-patient restoration. 
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Please Remember... 


Won't you please remember to 
patronize the advertisers whose ads 
appear in the Journal — They help 
to defray the costs of our publi- 
cation. 





To Our Readers... 


This is YOUR publication. 

We are depending upon YOU to 
keep it readable and interesting. If 
you know of items of a professional 
or personal nature which you be- 
lieve worthy of publication, let us 
have them. 

Remember that the “Journal” is 
designed primarily for YOU .. . to 
keep you in closer touch with your 
fellow therapists throughout the 
country, to let them know what 
you are thinking and doing and to 
tell you what they are doing. 

Material should be submitted to 
your Director of publications Mr. 
Leo Berner at 7 Sobel Court, Fox 
Hills, Staten Island, New York. 
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We Introduce... 


JOHN EISELE DAVIS, Sc.D. — 


A charter member 
_ and founder of our 
Association is here- 
by introduced to 
our membership. A 
veteran of World 
War I, Dr. Davis 
served with the 
A. E. F. overseas. 
On the way over 
his troopship, the 
Tuscania, was torpedoed and sank off 
the coast of Ireland. Fortunately aid 
was nearby and he was rescued. 


A fellow of the Association for 
Health, Physical Education and Rec- 
reation and also a member of the 
Board of Visitors and: Governors of 
Washington College. He has been 
honored by many societies and or- 
ganizations for work in the field of 
mental rehabilitation. Numerous ar- 
ticles and lectures have been present- 
ed to various medical publications 
and schools. 


Dr. Davis, Chief of Corrective Ther- 
apy, Physical Medicine Rehabilitation 
Service, Veterans Administration, 
Washington, D.C., has written the fol- 
lowing books: 


Principles and Practice of Recrea- 
tional Therapy, 1933; Play and Mental 
Health, 1938; Manual of Games and 
Exercises for the Mentally Ill, 1939; 
Principles and Practice of Rehabili- 
tation, 1944, Revised 1947; and it is 
hoped more to come. The first two 
books have introductions by Adolf 
Meyer who assisted the author in 
many ways. Dr. Davis's book, The 
Book on Principles and Practice ot 
Rehabilitation was reproduced in 
England by Heimmeman Publishers 
and was the subject of a commenda- 
tory editorial in the British Medical 
Journal. John Eisle Davis has been in- 
cluded in “Who’s Who.” 
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EDITORIAL ) 


It may be of immediate practical interest to therapists 
in the field of Physical Medicine and Rehabilitation to 
analyze critically the therapeutic rationale of their work 
and the trends in their respective fields. 


Of the many conventions held, and papers written, 
the emphasis appears to be upon the technical aspects of 
work. Little attention has been directed toward the inter- 
polation of the various therapies employed as part of the 
Rehabilitation Team in relation to the underlying philo- 
sophy of Rehabilitation. History gives us many illustrations 
to substantiate the contention that many of man’s most 
successfully executed plans have emanated from the mind 
of the philosopher and theorist provided he and those who 
believed in his concepts were willing to work hard enough 
for success. 


The recent and persistent problem of reorganization 
of the Physical Medicine and Rehabilitation Service in the 
Veterans Administration is not so much a matter of re- 
organization, labor supply or economy, as a difference of 
opinion between two schools of thought. One school of 
thought follows the conservative and orthodox approach 
that Rehabilitation terminates with the end of definitive 
treatment; that is to say when clinical signs and symptoms 
become static, the peak of Rehabilitation has been reached. 
The contrasting school of thought employs a progressive 
and dynamic approach; that Rehabilitation is continuous 
until the patient has achieved the potential of some degree 
of productivity, if only to reduce the burden upon society. 


If economy has become such a necessity, it should be 
extracted from all components of the Rehabilitation Team. 
The philosophy, perspective, and those supporting com- 
ponents that fulfill modern society's needs should be pre- 
served. 

As we know it today in the Veterans Arministration, 
the five section Rehabilitation Team composed of Correc- 
tive Therapy, Educational Therapy, Manual Arts Therapy, 
Physical and Occupational Therapy is the forefront of 
progressive thinking in Rehabilitation, which was born of 
the hardships and lessons of war years. It is a reflection 
of our national philosophy and the value that we attach to 
human life. It is one of America’s contributions to the 
history of civilization! We must succeed in this work for 
the sake of those for whom Rehablitation is a re-birth and 
for the sake of those others for whom Rehabilitation is 
compassion. Do we subscribe to the principle that only 
during periods of war and destruction, or when our security 
is threatened, that human life is worth salvaging? Does 
“Peace”create lethargy and disregard in man whereby this 
principal is invalidated? Do we need another war to re- 
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establish the modern and progressive concept of Rehabili- 
tation? Are we so “civilized” that we can place a price tag 
on human life? 

How many are the ills of man for which there is no 
surgery or medicine but to teach him to live with what 
remains. Does this not require philosophy and the belief of 
a conviction that civilized peoples will forever expend their 
treasure for the relief of dependency by improving the 
individual’s productive capacity? 

Of recent date a crisis has arisen whereby the technical 
specialties of Educational Therapy and Manual Arts Ther- 
apy were placed under the administrative and professional 
jurisdiction of Occupational Therapy. Under such an organ- 
ization t 's a foregone conclusion that the instruments and 
contributions of Educational Therapy and Manual Arts 
Therapy will be lost to the field of Rehabilitation through a 
process of dilution. This emasculation of Rehabilitation will 
result in the loss of those components that represent our 
ability to teach the individual to live with what remains. 
The bridge that gaps the uncertainties of the infirmed in 
hospital life to the world from which they came will have 
collapsed! Of particular interest is the fact that all two 
jeopardized components, Educational Therapy and Manual 
Arts Therapy have as their common denominator educa- 
tional techniques and an educational rationale. If it be of 
the mind or of the body matters not, for the acuity of the 
individual problem will determine the point of emphasis. 
Educational Therapy and Manual Arts Therapy represent 
the functional application of therapy in terms of re-educa- 
tion for a total life pattern in contradistinction to training 
for intrinsic movement alone. 

For the tuberculous, to what avail is a presumed 
successful hospital cure if the individual returns to an 
environment that will eventually return him to a hospital 
with an exacerbation of symptoms? How much better would 
the individual be if at the time that the spread of the 
disease was being combatted he was being fortified to go 
back to a competitive society better armed to meet its 
nroblems and challenges thereby reducing the threat of 
undue stress upon the gains achieved during hospitalization? 

For those who have lost the normal function of the 
mind, what greater purpose could be served than to have 
taught them upon departure from the hospital to be able 
to face and solve life’s problems better than at the time 
of the initial onset of their illness? 

For the chronic patient, is it not vital that they be 
taught to live within the limits imposed by their illness, 
learning the necessary skills and attitudes to make their 
lives as full and as productive as possible while they are 
still receiving definitive treatment? (Continued on Page 27) 
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THE APPROACH TO REHABILITATION 
IN PARAPLEGICS 


By 


HERBERT S. TALBOT, A.B., M.D., F.A.C.S. 


In any undertaking it is wise to 
consider the limitations by which we 
are bound. We should not, in our zeal 
and our enthusiasm, over-reach our- 
selves. However sound the aims we 
pursue, however noble the purposes 
by which we are motivated, let us not 
lose a proper humility. Spurgeon said 
that “humility is to make a right esti- 
mate of one’s self’, and Tennyson 
called it “The brightest virtue, mother 
of them all.” Accepting both defini- 
tion and description, we can think of 
none who stands in greater need of 
this virtue than he who tries to re- 
shape or re-direct the lives of his fel- 
low men. I cannot over-emphasize 
its importance in a sound approach to 
the problems of rehabilitation. 


Perhaps I may best indicate this 
by mentioning a few factors which 
lead us away from humility. Bear in 
mind that none of this is offered in 
any sense of captious criticism, nor is 
it applicable to your group alone. All 
of us who share in this great and im- 
portant work are beset “by the same 
hazards. For it happens that as we 
labor, each in our own particular 
field, we accumulate knowledge and 
acquire certain techniques, and fall 
into certain habits of thought. And 
after awhile, because we are human 
and too often lack the divine spark 
which transmutes knowledge into 
wisdom, we come in time to be con- 
trolled by these habits of thought; we 
pursue our techniques for their own 
sakes, and forget that our knowledge 
is only a pitiful little bit of all there 
is to be known. Then in respect to 
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the fellow-men whom we set out to 
serve, we come to think of ourselves 
as a sort of deus ex machina, a com- 
pelling but extraneous force which 
comes out of nowhere to shape the 
plot to its appointed end. We swoop 
down upon the patient with drugs 
and operations, with formulae and 
exercises, with intelligence tests and 
aptitude tests and all the bewildering 
variety of diagnostic and therapeutic 
tricks we have devised at one time or 
another. And most of the time none 
of us know what the others are doing 
or attempting to do, and probably 
care very little. There is our first need 
for humility —in our relations with 
each other. We know that this a job 
in which we all must share; we pay 
notable lip service to the cause of co- 
operation, yet how much do we co- 
operate in the true sense of giving 
thought and effort to following each 
other’s work and appreciating its im- 
plications? 


But enough of our relations with 
each other, for we must turn to the 
more fundamental consideration of 
our relations with our patients. Here 
indeed is a test of true humility. For 
it is hard, it is desperately hard, and 
no one knows this better than I do, 
to be humble with those who are 
weak, and need our help. Yet never 
is it more important that we make 
a right estimate of ourselves. For we 
do our work not upon lifeless lumps 
of clay which we may mold according 
to our desire and our skill, but upon 
living men who, however handicap- 
ped, retain their distinct and individ- 





ual characters. And I go further and 
say that it is of the utmost importance 
that nothing be done to impair or 
diminish this individuality. For the 
sake of convenience we must classify 
our knowledge and systematize our 
methods, but we must never make 
the mistake of trying to classify hu- 
man beings in our efforts to help 
them. As I have said on another occa- 
sion, we must concern ourselves not 
with the rehabilitation of paraplegics, 
but of individuals who happen to be 
paralyzed. Insofar as we generalize, 
and classify, and set up categories, or 
in any other way allow the emphasis 
to shift from the individual, to just 
that degree do we court failure. 


Nothing else that I can say to you 
today is of more fundamental import 
than this, for it involves the entire 
philosophical basis of our approach to 
these patients. The fact is, unpala- 
table though it may be, that our ulti- 
mate results will depend less upon 
what we do than upon the men them- 
selves. You have all had sufficient ex- 
perience to know the frustration and 
futility of working with a refractory 
or uninterested patient. The old ad- 
age is still true, you can’t make a silk 
purse out of a sow’s ear. I am far from 
implying by this that we have only 
sow’s ears to work with, although we 
may in private yield to the temptation 
to call them worse than that. You will 
come up with a silk purse from time 
to time; I am not so pessimistic as to 
say that we cannot achieve good and 
even excellent results, only that the 
results, however capable we are, can 
never be better than the material we 
have to work with. To recognize this 
at the onset is an evidence of the true 
humility we are seeking. 


In your own particular field, your 
constant effort is to develop, to train, 
to adapt to new functions those neu- 
romuscular units which are capable 
of such training and adaptation. If 
they are weak you can strengthen 
them; if they are inefficient you can 
train them and coordinate them to 
new activities. But if they are gone, 
you can do nothing with them, and 
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if they are completely denervated, 
your task becomes one of substitu- 
tion, of covering the defect by shift- 
ing the function to another unit. In 
any event, you work with what is 
there, under no illusion that you can 
create what is lacking. All this refers, 
of course, to corrective physical train- 
ing, but it applies equally well to the 
whole broad problem of rehabilita- 
tion. And unless you have the whole 
problem before you, and your interest 
in it be maintained, your efforts in 
your own particular field must in- 
evitably be less understanding and 
therefore less fruitful. Are you treat- 
ing ham-strings, or extensor or adduc- 
tor groups. Am I treating bladders 
and ureters and kidneys? Or are we 
both treating men? Let us remember 
then, that the man is more than any 
of his parts or organs, more even than 
the combination and sum of those 
parts. There is, always, a unique 
spark of individuality, be it separated 
how it may, which makes him the 
particular man he is. We must find 
that spark and be guided by it; else, 
however brilliantly we succeed with 
muscles or bladders, we shall not suc- 
ceed in the total process of rehabilita- 
tion. 


But if we are to treat the whole 
man, we must know the whole man, 
and you may ask how we are to come 
by this knowledge. I cannot tell you, 
for I do not know. I only know that 
whatever the process, by whatever 
subtle chemistry of sympathy and un- 
derstanding one comes to be able to 
see into the heart of another, what- 
ever the nature of this gift, surely he 
who possesses it is best equipped to 
go forward in such a field as this. We 
have, to aid our senses, an imposing 
variety of agents, chemical or physi- 
cal, with which to measure and diag- 
nose. We are able to gauge intelli- 
gence and determine aptitudes, and 
all in all, to pile up such a mass of 
data about the poor patient that his 
own mother, confronted with _ it, 
would never recognize him. Are we 
to infer from this that we know and 
understand him better than his moth- 
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er did? I am far from sentimentalizing 
in asking this. We know, let us say, 
his I. Q., and how many degrees he 
can extend his elbow, and the level 
of urea nitrogen in his blood; all these 
are important. But do we know what 
he wants to do with his life? Do we 
know wherein he finds content and 
security and satisfaction? These things 
too are important, if our help is to be 
more than perfunctory or mechanical. 
Do we see into the secret places of 
the heart? Do we know what makes 
him tick? Do we know why one man 
is content to lie in bed while another 
is eager for every bit of activity we 
may permit? Have we gone into it 
more deeply than to say that one is a 
lazy lout and the other a hustler? 
Why are they so? What can we do for 
the lazy lout? Is the hustler doing his 
best or only putting on a perform- 
ance? Is he running toward a goal, or 
away from something. 


All this may seem so much verbiage. 
There are many who truly believe 
that life can be reduced to purely 
physio-chemical terms. Perhaps it can 
be, if we think of it only as a biologi- 
cal process. But living cannot be so 
reduced. We must expand our point 





GROUP TO STUDY 
RHEUMATIC ILLS 


Ten nationally known physicians 
have accepted appointments to an 
advisory group on rheumatic dis- 
eases, it was announced recently by 
the Federal Security Agency. The 
formation of this group is the first 
step in a nation-wide program to 
find practical ways of combatting 
this type of chronic disease. A ma- 
jor function of the study section 
will be exploration into the possi- 
bilities of two recently discovered 
compounds which have proven of 
remarkable, though temporary, 
value in alleviating symptoms of 
the rheumatic disorders, cortisone 
and ACTH (adrenocorticotrophic 
hormone ). 














of view to include not only the func- 
tions of protoplasm but the problems 
of human existence. It may seem far- 
fetched that I demand of you, speci- 
fically engaged as you are in physical 
correction, so profound an insight in- 
to the spirit. Yet I am convinced that 
without it your best corrective efforts 
will be futile. And you will come by 
it more surely, I believe, if you re- 
member always that these are men 
and not muscle groups; that you must 
modify your techniques to meet their 
requirements rather than the reverse; 
that as you guide them you must be 
willing to be guided by them. Then 
you will have found true humility. 
and your usefulness will increase 
many fold. 


There are two other aspects of your 
work which deserve mention, and I 
have emphasized both in discussing 
the general problems of rehabilitation 
with paraplegics themselves. The 
first, and so far as we are concerned, 
the most important, is the appallingly 
feeble response of these men to our 
most earnest efforts to help them. I 
need not go into this in great detail, 
because I am sure that you have all 
encountered it, and that there is none 
among you who has not felt more 
than once, the unhappy sensation of 
banging his head against a stone wall. 
How disheartening is the apathy, not 
to say the downright hostility with 
which our best efforts may be greet- 
ed. All that I have said up to now 
leads to this. We cannot guide those 
who will not be guided. Our counsel 
is wasted upon those who will not 
heed it. Our knowledge and our skills 
are of no use to those who will not 
allow us to exercise them. 


Yet among these refractory ele- 
ments, among the lazy and the sullen 
and the maladjusted, may be some of 
the best human material of the lot. 
How shall we recognize it, how 
shall we find the note which will 
strike a responsive chord, how 
shall we clear away the mists 
of inertia and suspicion, which cloud 
our intentions and obscure our pur- 
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poses? Exhortations are not enough, 
although they may win over a few. 
What is required is understanding, 
recognition of the factors which are 
holding these men back, identifica- 
tion of their motives, crystallization 
of their problems. Is this easy? Frank- 
ly no. I do not even know that I am 
justified in expecting you to exhibit 
the almost superhuman patience it 
requires. I can only say that you must 
do so if you hope to succeed in fullest 
measure. You are in this work be- 
cause you like it; because you feel it 
is worth while; because in helping 
these men to recover in some measure 
the dignity and joy of living, you will 
add immeasurably to the dignity and 
joy of your own lives. It is a good 
work, an important work. I do not 
hesitate, therefore, to ask you to con- 
secrate yourselves to meeting its chal- 
lenge. As you live and work among 
these men, as you increase in know- 
ledge and skill, and apply what you 
have learned, you must ever be on the 
lookout for that response in the pa- 
tient which will make your efforts 
fruitful. You must seek it out, recog- 
nize it, stimulate it, nurture it. And, 
at times, you will have to learn to 
recognize defeat, even though you do 
not accept it as final. Above all, adjust 
your efforts to the limits imposed 
upon them by each patient; in this 
connection permit me to quote direct- 
ly from a recent address to the Para- 
lyzed Veterans Association, “The one 
essential which no one can provide 
for you is the determination on your 
own part to make the best use of 
what you get. That is the true essence 
of rehabilitation and it must arise 
within yourselves. We can't put it 
there”. 

Finally, and this is the second of 
the two factors I have mentioned, let 
us turn for a moment to material 
things. At the risk of boring those 
who have already heard or read my 
opinions on this subject, I state my 
oft repeated theme: that material 
benefits are not rehabilitation but 
only a means to it. A public gener- 
osity unprecedented in the history of 


nations has lavished upon these men 
money, attention, and equipment 
never dreamed about a few years ago. 
Lest any misunderstanding arise, I 
hasten to state that I am all for it. 
This land of ours can well afford all 
it has spent or is likely to spend on 
these its unfortunate sons. But gen- 
erosity must be tempered by wisdom, 
and already there are voices raised to 
say that we have spent not wisely, 
but too well. The apathy to which I 
have already referred, the lack of in- 
terest, relatively speaking, in voca- 
tional guidance, has been blamed by 
some upon the removal of the direct 
incentive to make a living, by the pro- 
vision of generous pensions, not to 
mention motor cars, and _ possibly 
some housing facilities to come. In a 
personal communication from a Brit- 
ish colleague, I learn that paraplegics 
in England, where pensions are only 
a fraction of those paid here, are 
much more amenable to vocational 
guidance and training. In time we 
shall find out how important this eco- 
nomic incentive, or lack of it, is. For 
we count among our patients an in- 
creasing number of civilian casual- 
ties who receive only minimal dis- 
ability allowances, and no cars. So 
far, they have not seemed to me to 
show any greater ambition, as a 
group, than their comrades who are 
being compensated for service-con- 
nected injuries. 


Personally, I think that the explana- 
tion goes deeper than simple book- 
keeping, and must be attributed to an 
ingrained dislike among American 
young men, to being told what to do 
or how to do it. It behooves us, there- 
fore, to find out what they want to 
do and how they want to do it. Our 
program can never do more than help 
them to achieve their own aims; if 
they have none we may try in one 
way or another to stimulate them. 
But however they arise, the aims 
must be theirs and not ours. If any of 
these men ever find, as I hope many 
may, satisfaction and joy in living, 
they will find these in themselves, not 
in the most generous of gifts and al- 
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lowances. That is a lesson not easily 
learned, but we must learn it and 
try to teach it. 


For ourselves, we must adopt a 
similar attitude. A gadget - minded 
people in an age of gadgets, with 
push-button washing machines, push- 
button automobiles, and now push- 
button wars, we must recognize that 
our best endeavors come out of our 
own heads and hearts and hands. A 
certain increment of suitable equip- 
ment is beyond question necessary. 
But its lack need not deter us any 
more than its presence can guarantee 
our success; for if we think too much 
in terms of the material adjutant to 
our work, we may come in time to 
think they are work itself. There is 
no real substitute for human labor, 
however many aids we may devise to 
alleviate drudgery. Honest effort with 
little material help will add to the 
pleasure of accomplishment and ease 
the inevitable disappointments of 
failure. Most men of any worth enjoy 
doing a good job for its own sake. 
Babies have been begot by artificial 
insemination but, however good the 
results, I doubt that the process will 
ever supplant older methods. 


I have no wish to flatter you nor 
myself. This is our job and it is best 
that we do it with a minimum of sen- 
timentality. But we may indulge a 
reasonable sentiment and we may not 
be automatons. In the dim childhood 
of man there went up the cry of the 
slayer, “Am I my brother’s keeper?” 
Two thousand years ago the answer 
came for those who would heed it. 
Only today is the world learning, 
the hard way, the full significance of 
that answer. It is our privilege to be 
able to translate it into our daily 
work. we may, indeed, it is better that 
we should, do that work, quietly and 
without ostentation. At the same time, 
it will do us no harm to believe that 
in our own small way we are giving 
our tithe of effort toward the achieve- 
ment of the American ideal and the 
Christian ethic, to secure for our 
brothers in our keeping the dignity of 
life which was their birthright. 
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(REVIEWS ) 


@ NEW HOPE FOR THE HANDI- 
CAPPED. By Howard A. Rusk M.D. 
& Eugene Taylor. Harper & Bros. 
N. Y. 1949 Price—$3.00 


This book is written for the layman 
and is an excellent orientation on the 
growth of and need for rehabilitation. 
The medical profession and technical 
personnel can read it with profit. In 
many ways it is a mutual effort on the 
part of the authors and of the public. 
This is another example of the untir- 
ing efforts that are needed to bring 
this dynamic philosophy to those 
areas where it will do most good. The 
ever growing interest the public has 
shown by their increasing demands 
for decent rehabilitation facilities in- 
dlicates that these untiring efforts 
have not been in vain. Because the 
need for and demand for rehablita- 
tion are keeping step, continued 
growth can be expected. Much re- 
mains to be done so that adequate 
services available on a 
nation-wide basis. The lead is given 
to us by the crusading efforts of the 
authors who have rightly been called 
the “Philosophers of Rehabilitation”. 
We hope that more books of this 
calibre will be forthcoming. 


A.S.C. 


become 


@ MODERN CLINICAL PSYCHIA- 
TRY. By Arthur P. Noyes. Third 
Edition, Philadelphia. W. B. Saunders 
Company, 1948. 


This is the third edition of this 
well known text book. The first edition 
appeared in 1934, the second edition 
in 1939. After a period of eight years, 
there is obviously a need of consider- 
able revision. This has been carried 
out by considerable rewriting of a 
number of the chapters and the ad- 
dition of three new chapters, psycho- 
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therapy, shock and other therapies 
and psvchosurgery. 


In the chapter on shock and other 
therapies, there is a discussion of 
insulin, metrazol and electric shock. 
In general, this represents a conserva- 
tive and well-balanced attitude. Sakel 
is cerdited with introducing his tech- 
nique in this country in 1936. While 
this is correct, it should be pointed 
out that insulin shock therapy has 
been created in this country at several 
institutions prior to Sakel’s coming 
here and that at Bellevue a whole 
ward has been turned over to insulin 
shock. 


Rather disappointing is the space 
set aside for pre-frontal lobotomy. The 
statements made in relation to this 
procedure are too general to be of any 
real value. 


On the whole, this book continues 
to be one of the best textbooks on 
psychiatry and the views expressed 
throughout are in accord with Ameri- 
can psychiatry. 


M.C., 


@® SHOCK TREATMENTS AND 
OTHER PEOMATIC PROCEDURES 
IN PSYCHIATRY. By Lothar B. 
Kalinowsky, M.D., Research Associate 
in Psychiatry, College of Physicians 
and Surgeons, Columbia University, 
and New York State Psychiatric Insti- 
tute and Hospital; Assistant Neurolo- 
gist, Neurological Institute of New 
York, and Paul H. Hoch, M.D., Assis- 
tant Clinical Psychiatrist, New York 
State Psychiatric Institute and Hospi- 
tal; Instructor in Psychiatry, College 
of Physicians and Surgeons, Columbia 
University. Price, $4.50. Pp. 294. New 
York: Grune & Stratton, 1946. 


The shock treatments in psychiatry 


have now been used all over the 
world for more than ten years. The 
introduction of these and some other 
somatic treatments has made a great 
impression on psychiatric theory and 
practice, and as a consequence a 
large proportion of the psychiatric 
literature has been devoted to the 
problems arising from these methods 
of therapy. The authors offer a concise 
account of the subject of shock and 
of the new therapeutic procedures, 
discussing the clinical as well as the 
theoretic issues involved and relating 
the experience and ideas of the vari- 
ous psychiatric schools with their dif- 
ferent concepts, in an effort to arrive 
at a fair and unbiased appraisal of 
the widened therapeutic field. Chap- 
ter I describes the historical develop- 
ment of shock treatment; Chapter II, 
insulin shock treatment; III, the con- 
vulsive therapies, pharmacologic, elec- 
tric; IV, combined insulin-convulsive 
treatment; V, other somatic nonsurgi- 
cal treatments and their relation to 
the shock treatments. The authors 
conclude that the shock treatments 
today are indispensable tools of psy- 
chiatric therapy; they will stay with us 
until better methods are evolved. All 
the available evidence indicates that 
they are effective weapons in the 
treatment of certain types of mental 
diseases. So far, however their cura- 
tive value is limited especially in pa- 
tients suffering from chronic disor- 
ders and their therapeutic efficacy, 
e, g., in schizophrenia, must be greatly 
increased before they can be consider- 
ed true remedies. This comprehensive 
volume based on rich experience in 
clinic and research will be welcomed 
by psychiatrists and psychologists for 
practical application and by general 
practitioners and medical and surgical 
specialists for orientation. 
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THE KESSLER INSTITUTE FOR 
REHABILITATION 





A spacious house atop a winding 
road in West Orange, New Jersey, 
houses the Kessler Institute for Re- 
habilitation, a non profit institution 
dedicated to the physical improve- 
ment of disabled persons from bed 
to job. Planned to provide the great- 
est possible convenience for its pa- 
tients, the two remedial therapy sec- 
tions, occupational therapy room, 
wards, gymnasium and _ recreation 
room, kitchen, staff dining room, and 
offices and reception rooms are on 
the first floor of the red brick, colonial 
type structures, bedrooms for the 
resident staff are found on the second 
floor. Plans are underway for a pros- 
thetics shop in the basement, which 
will be equipped to fit amputee pa- 
tients directly at the institute. 


At present all of the in patients 
are male paraplegics and amputees, 
although the out patient department 
serves women also ,and treats victims 
of cerebral hemorrhage paralysis and 
of infantile paralysis. Future plans in- 
clude an expansion of residential fa- 
cilities so that women and children 
may be received as in patients as well 
as men, and so that at some time 
in the future the institute will be able 
to provide rehabilitation for all types 
of major disabilities. Patients are re- 
ceived after initial surgery after refer- 
ral from various doctors and hospitals. 


Dr. Henry H. Kessler, the Newark 
orthopedic surgeon, is Director of the 
Institute, and Mr. William K. Page, 
Jr., is Administrator. The staff, which 
will be expanded as necessary, pres- 
ently consists of two registered nurses, 


two physical therapists, an occupa- 
tional therapist, a physical education 
instructor, an amputee trainer, and a 
staff of orderlies, maintenance men, 
and kitchen workers. Two physicians 
are on twenty-four hour a day call, 
and a staff of specialists in various 
phases of medicine is available for 
consultation on specific problems. 


The Kessler Institute publishes 
“Comeback,” a monthly magazine 
which reports news of interest in the 
field of rehabilitation, regular train- 
ing booklets of value in the rehabili- 
tation of specific disabilities, and is 
presently planning publication of a 
medical quarterly which will be made 
available to medical doctors. 


A progress evalution conference, 
open to students and _ professional 
workers as an educational project, is 
held under the direction of Dr. Kess- 
ler on the first Tuesday of every 
month. Attending are a genito-urinary 
specialist, a plastic surgeon, dentist, 
internist, neurologist, the recreational, 
occupational, and physical therapists, 
the nurses, amputee trainer, and 
bracemaker. A discussion of past 
activities and recommendations for 
future treatment is held with ref- 
erence to each patient. From time to 
time, lectures and courses on gradu- 
ate and undergraduate levels are held 
at the institute. 


Patients, for the most part ambula- 
tory, follow a balanced, all-day pro- 
gram of rest and activity. A typical 
day will include setting up exercises, 
physical education and therapy, oc- 
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cupational and recreational therapy, 
and special training for amputees. 
One hour individual attention is given 
each patient, every day. 

A series of sports for the handicap- 
ped, designed to make recreational 
activities and related activities an in- 
tegrated part of the physical medicine 
program, has recently been establish- 
ed at the institute. Previous experi- 
ence with recreational activities has 
demonstrated the effectiveness of this 
type of therapy. 


Although the activities included in 
this program will appear as recrea- 
tion to the patients, they will be evalu- 
ated as an important part of the 
therapy program. Specific activities 
for each of the patients will be pres- 
cribed by the medical director to 
each of the therapists taking part in 
the program. Each patient will be 
helped to develop at least one type 
of sport activity commensurate with 
his needs and abilities. Among the 
sports included are basketball, Goal- 
Hi, badminton, volley-ball, archery, 
croquet, throwing and catching base- 
balls, horseshoe pitching, golf-putt- 
ing, shuffleboard, and deck tennis. 
It is expected that facilities for swim- 
ming will be added in the very near 
future. 


Classes are held in standing, walk- 
ing, balance, and crutch routine. 
Where indicated, speech therapy is 
given under the direction of a quali- 


fied speech therapist. 


Vocational training is given when 
needed, and it is expected that this 
part of the program will be consider- 
ably expanded in the near future as 
few of the patients who have done 
manual labor are physically able to 
return to their former jobs. 


Psychological testing and record- 
ing is an important part of the insti- 
tute’s activities. Vocational retraining 
is based on the patient’s background, 
previous experience, and inclinations 
as revealed by the tests. Many of the 
patients at the institute can be totally 
rehabilitated. 
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THE REHABILITATION BOARD IN A 
VETERANS ADMINISTRATION TUBERCULOSIS HOSPITAL 


JOHN J. O'KEEFE 
Chief 


Vocational Rehabilitation and Education 


On December 26, 1946, the Veter- 
ans Administration (VA) established 
Medical Rehabilitation Boards in each 
VA General Medical and Surgical 
Hospital and in each Tuberculosis 
Hospital. These boards were set up 
in an effort to help solve the difficul- 
ties of patients who presented special 
problems in rehabilitation. 


These special problems incident to 
tuberculosis may run the gamut of 
emotional, social and economic values. 
Patients often have difficulties in ad- 
justing to the disease, especially to 
the initial shock and emotional trauma 
caused by discovery of their tuber- 
culosis. It is difficult for many patients 
to overcome feelings of despair, des- 
pondency and nostalgia and conse- 
quently hard to accept prolonged 
periods of bed rest regime. Other 
patients fail to satisfactorily adjust to 
hospital routine, disciplines, associa- 
tions with other patients and staff 
during the long hospital stay. Numer- 
ous personality factors must be recog- 
nized in order to avoid intensification 
of latent fears and worries which if 
untreated might emerge as full-blown 
neuroses. Social difficulties at times 
impede patients’ recoveries; these may 
concern marital problems, family sup- 
port and other financial worries inci- 
dent to loss of earning power dur- 
ing prolonged hospitalization. Quite 
often patients may also have to con- 
sider whether or not a change in job 


By 


BERNARD BERNER 


Executive Assistant 
Physical Medicine Rehabilitation Service 


V. A. HOSPITAL, CASTLE POINT, NEW YORK 


will be necessary. There are problems 
involved in the selection of future 
ocupations and in planning in-hospital 
and post-hospital prepartion for fu- 
ture employment. This vocational ob- 
jective must be suitable for the dis- 
charged patient with a pulmonary dis- 
ability who must face the ever present 
dangers of future recurrence and re- 
hospitalization. 


Few of these problems are, in them- 
selves, peculiar to the tuberculous pa- 
tient, but all of them are extraordin- 
arily grave when they appear in the 
course of his hospitalization. Our 
society is approaching the point 
where a neighbor may suffer a ner- 
vous breakdown, take treatment for 
alcholism, or lose a limb, and remain 
assured of our continued affection 
and sympathy. That is as it should be. 
All too frequently, however, the vic- 
tim of tuberculosis is not only point- 
edly avoided by his closest friends, 
but completely rejected by his own 
family. A man with pneumonia is at 
first too sick, and later too weak, to 
leave his bed before his treatment is 
completed. But many patients with 
advanced tuberculosis have the de- 
ceptive appearance of glowing health, 
and feel so well that hospitalization 
seems unnecessary to them. This is 
especially significant when the pres- 
sures which force the tuberculous pa- 
tient out of the hospital are consider- 
ed. In contrast to acute illness of 
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several months duration, the man 
with tuberculosis faces not months, 
but years of almost imperceptible im- 
provement, of separation from family 
and friends, of total disability, and 
quite often, of uncertainty as to his 
employability when arrest of his dis- 
ease is finally attained. 

Normally these problems are antici- 
pated and measures are taken by the 
appropriate hospital staff member to 
treat them concurrently with the 
medical condition. Frequently, how- 
ever, it is the doctor and not the 
social worker who uncovers a marital 
problem; the educational therapist 
and not the vocational adviser who 
first becomes aware of a need for 
vocational counseling, or the ward 
nurse who first charts a mode of be- 
havior which suggests investigation 
by the clinical psychologist. Usually, 
in such cases, a telephone conversa- 
tion between staff members suffices to 
get the patient the particular service 
he needs, but sometimes the medical, 
social, emotional and vocational prob- 
lems are so interwoven that the thread 
of any one cannot be followed unless 
all are unravelled by joint effort. 
These are the cases referred to the 
Chief of the Physical Medicine Re- 
habilitation Service (PMRS) for Ne- 
habilitation Board action. 

The Chief of PMRS, a physician, 
is Chairman of the Board. His Exe- 
cutive Assistant, the Chiefs of the Oc- 


Medicine and Surgery, Veterans 
ity for the opinions expressed or the conclusions drawn by the author. 
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cupational, Educational, Physical ard 
Manual Arts Therapy Sections, t .e 
Chief Social Worker, the Clinical Psv- 
chologist, and the Vocational Adviser, 
who at Castle Point serves as Secre- 
tary, are regular members of the 
Board. The Chief of the Tuberculosis 
Service, the patient’s Ward Physician 
and Charge Nurse, a Consultant Phy- 
chiatrist, a Consultant Tuberculosis 
Rehabilitation Specialist (a phvsi- 
cian), and the Hospital Librarian 
customarily attend board meetings at 
this hospital. The confidential nature 
of these meetings is respected by all. 


The board is convened twice mon- 
thly, unless the case load requires 
more frequent meetings. Notices are 
sent to each board member in suffici- 
ent time, two or three weeks in ad- 
vance of the meeting date, to permit 
him to gather the material necessary 
for the presentation of his summary. 


Meetings are held in the medical 
conference room, average one hour 
an a half in length, and usually con- 
sider two new cases and two reviews. 
Pertinent facts from the clinical his- 
tory of each case are presented by the 
ward physician, and for the benefit 
of the other doctors present, the 
course of the disease is illustrated by 
significant serial X-Ray films and to- 
mograms. His presentation includes 
a statement of the diagnosis and stage 
of activity of the disease, the number 
of work hours permitted with the 
PMRS and other activities, the prog- 
nosis of the patient, and his estimate 
of the number of months the patient 
will remain in the hospital. 


At this point the Chairman of the 
Board either summarizes the prob- 
lems which ocasioned this particular 
referral, or calls upon the referring 
member to make such a summary. 
The various board members are then 
called upon for a summary of their 
relations with the patient. This meth- 
od enables each board member to ob- 
tain, in a matter of minutes, informa- 
tion which would require many man- 
hours to gather if it were attempted 
by separate interviews with each 


other. Further discussion serves to 
collate the information, until finally 
the problem emerges, full-faceted and 
multi-dimensioned, equally clear to 
all at the conference. Each member 
now possesses a fuller understanding 
of the medical emotional, social, ec- 
onomic and vocational factors, of the 
patient as a whole individual, and of 
his problem. The entire panel, aware 
of the interests and desires of the pa- 
tient, is now ready to discuss possible 
solutions. 


In the free and streamlined ex- 
change of ideas which follows, a 
special use of Manual Arts Therapy 
may be suggested by the Ward Physi- 
cian or Nurse, a vocational plan may 
be offered by the Social Service 
Worker, a means of interesting the 
patient in rehabilitation may be ad- 
vanced by the Physical Therapist. It 
is not unusual for the member whose 
own work lies farthest from the area 
of the problem to develop a solution 
which is adopted by board action, for 
these are not routine cases, but are 
especially difficult, and frequently re- 
quire a fresh approach. Proposals are 
worked over, their defects frankly il- 
luminated in the light of experience, 
until the group agrees that a practic- 
able solution has been reached. 


The accepted plan and its alter- 
nates are set forth in specific recom- 
mendations, which also include a date 
for subsequent review of the case by 
the board. Where staff action is indi- 
cated, responsibility for the initiation 
of such action is fixed. Since the pa- 
tient, however, is under no compul- 
sion to accept any recommendation 
of the board which involves his parti- 
cipation, his cooperation cannot be 
presumed. Before he can decide whe- 
ther to accept or reject the recom- 
mendation, he must understand it, its 
advantages and disadvantages, its 
purpose, its anticipated effect. Some- 
times the patient is called before the 
board and the plan is presented to 
him there, but much more frequently 
the board member who has establish- 
ed the best rapport with the patient is 
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delegated to talk the recommendation 
over with him in private. 


Detailed minutes of the meeting are 
prepared by the secretary, and are 
made available to the members. 
When the patient’s discharge becomes 
imminent, the secretary prepares a 
summary which defines the nature 
and extent of the disability, the pro- 
gress made in physical recovery, the 
work tolerance permitted the patient, 
skills acquired prior to and during 
hospiltalization, the specific vocational 
objective, and other pertinent data, 
and forwards this to the VA Regional 
Office within whose territory the vet- 
eran will reside, or under which his 
post-hospital rehabilitation will be 
completed. 


The operation of the board may be 
illustrated by citing in brief several 
cases culled from the files. 


Illustrative of the complexity of 
factors commonly considered by the 
board is the case of G. B., a 25 year 
old married Negro who had_ been 
hospitalized for more than 2% years 
with a diagnosis of far advanc- 
ed tuberculosis. Medical treatment, 
culminating in a left thoracoplasty, 
(permanent collapse of the lung by 
rib resection) had rendered his spu- 
tum negative and his prognosis, in 
the absence of complicating factors, 
had become favorable. However, the 
Ward Physician felt the patient's rest- 
lessness was interfering with his bed 
rest, and referred him to the PMRS 
for clinical evaluation. The patient 
was interviewed by the Executive 
Assistant of the PMRS, and was en- 
rolled in succession in various courses 
(Electricity, Typing, Business Arith- 
metic, Woodworking, Leather work) 
in which he expressed interest, but 
dropped each of them after attending 
several sessions. Where therapy was 
administered on a group basis he 
made it obvious that he resented the 
presence of other patients. Where it 
was given to him individually, he be- 
came uncooperative and surly to the 
therapist. In an effort to work out a 
satisfactory rehabilitation program for 
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G. B., the Executive Assistant of the 
PMRS referred his case to the Re- 
habilitation Board. 

The case presentation, at a meeting 
in February 1949, was begun by the 
Ward Physician, who, in addition to 
a medical summary, reported that the 
patient was morose, difficult to han- 
dle, refused to talk with other pa- 
tients, and enumerated the signs of 
nervous tension which had led to his 
original referral of the case to the 
PMRS. 

Although there was evidence of 
marital difficulty, the patient had 
been unwilling to discuss this prob- 
lem with the social service worker. 
He had vocational problems too. He 
was a high school graduate, and had 
some business college, but had work- 
ed only as a laborer prior to his war 
service of eleven months. However, 
he had refused assistance of the Vo- 
cational Adviser. The only recommen- 
dation of the Board was that the 
Clinical Phychologist, who had re- 
cently been added to the hospital 
staff, give his case his earliest atten- 
tion, and that he report on it to the 
board in one month. 

At the case review in March, 1949, 
the Clinical Psychologist reported that 
the patient had been so evasive in 
their interview that it was apparent 
that he could not be helped directly. 
The psychologist had interested him 
in Group Psychotherapy, but after at- 
tending two sessions he had failed to 
reappear. However, from perusal of 
the clinical charts, discussion of the 
case with doctors, nurses, and other 
professional staff members who had 
worked with G. B., the psychologist 
had been able to form a hypothesis 
which would do much to explain the 
patient’s peculiar behavior. It appear- 
ed that G. B. was extremely sensitive 
on the subject of race, and quick to 
construe any denial of his wishes as 
an act of racial prejudice. His be- 
havior also indicated a severe emo- 
tional maladjustment. The hours he 
spent primping before a _ mirror, 
polishing his nails, and arranging his 
coiffure revealed not only narcissistic 
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but homosexual tendencies. His con- 
stant self-imposed isolation suggested 
a schizoid personality. Both psycholo- 
gist and the consultant phychiatrist 
felt that a way to socialization must 
be found if a mental breakdown were 
to be averted. The psychologist sug- 
gested that perhaps some type of 
therapy more consistent with the pa- 
tient’s feminine tastes should be ad- 
ministered, and the Occupational 
Therapist suggested a course in tailor- 
ing. 

The patient was interested in the 
plan. Within three weeks of his en- 
rollment in a course in hand sewing 
he became enthusiastic. He had be- 
come friendly with the therapists, and 
had begun to exchange comments 
with other patients in the clinic, and 
had been reporting regularly to the 
group psychotherapy sessions. He had 
also contacted the vocational adviser, 
and had selected the job objective of 
Custom Tailor and decided upon a 
course of post-hospital training and 
education consisting of two thousand 
hours of classroom instruction follow- 
ed by a four year apprenticeship. 
Several weeks later it was reported 
that G. B. has asked the Social Ser- 
vice for help with his personal affairs. 
His Ward Physician reported that he 
was much better adjusted to his 
disease and the hospital environment, 
was making a fine recovery, and had 
considerably advanced his eventual 
discharge date. No further board ac- 
tion was necessary. The case was 
closed. 


One index to the effectiveness of a 





New Pivision Head 


William P. McCahill was appoint- 
ed as director of a new division for 
the physically handicapped in the 
Department of Labor. Its job will 
be to promote employment oppor- 
tunities for physically handicapped 
persons. Mr. McCahill, 33 years old, 
has been national vice president of 
the American Federation of the 
Physically Handicapped. 














hospital's treatment of tuberculosis 
is the readmission rate, i.e., the per- 
centage of discharged cases whose 
disease is subsequently reactivated to 
the point of requiring re-hospitaliza- 
tion. Readmission is especially impor- 
tant in tuberculosis since it usually 
means not only that all that had been 
accomplished during the initial hospi- 
talization has been lost, but that the 
patient’s prognosis is actually _ less 
favorable after a reactivation than at 
the time of discovery. Any factor 
which serves to reduce the readmis- 
sion rate results in an increase of the 
number of available beds. How the 
rehabilitation board operates in this 
regard is demonstrated by the story 
of L. W. 

Shortly after completeing grade 
school, L. W. obtained a job as a hotel 
bell-hop, at which he worked until he 
entered the service. His tuberculosis 
was discovered in February, 1944 
while in the Army. He was admitted 
to this hospital the following August. 
At that time he was twenty-one years 
old and had recently married. His 
medical treatment was so successful 
that in one year he was discharged as 
arrested. 

He knew it was unwise to return 
to his previous occupation which in- 
volved irregular hours and heavy lift- 
ing, but the two factory jobs he tried 
proved even more exhausting. He re- 
turned to bell-hopping. His wife’s 
habit of entertaining male companions 
while he was working nights led to 
a divorce in which he won custody of, 
and responsibility for, their only child. 
The inevitable happened. He had an 
exacerbation of his disease and in 
1947 he was rehospitalized. This time 
medical treatment was unsuccessful 
until one of the most drastic of all 
tuberculosis surgical operations, a left 
pneumonectomy (excision of an en- 
tire lung) was performed success- 
fully. His self-confidence, so impor- 
tant in defeating tuberculosis, had 
been severely shaken by his failure 
to make the adjustment to normal 
living. But, this time, in contrast to 
his previous admission, there was a 
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rehabilitation board to which his case 
could be referred. 

Prior to the first meeting Social 
Service had already established such 
rapport with the patient that they had 
been able to assist him in resolving 
his marital difficulties. Freed of the 
worry and harassment this had in- 
volved, he was psychologically set to 
derive the maximum benefit from con- 
sideration of other problems inciden- 
tal to his adjustment. At the first 
meeting the need of the patient's 
further education and training be- 
came apparent. He was encouraged to 
utilize vocational advisement to plan 
his best use of the exploratory, educa- 
tional and pre-vocational facilities of 
the PMRS, as well as the most effec- 
tive use of his entitlement under 
Public Law 16 (the law which pro- 
vides vocational rehabilitation for dis- 
abled veterans). His progress in plan- 
ning was reported upon at several re- 
view meetings. When he left the 
hospital, it was to enter a veterans’ 
high schol where he would spend two 
years in acquiring a full high school 
education. Upon the completion of 
this phase of his program he is to 
either enter on-the-job training in a 
clerical capacity in the same hotel in 
which he was previously employed as 
a bell-hop or go on to business col- 
lege. At the last report he was doing 
well in a program which promises to 
restore him to employability and 
which will permit him to lead a pro- 
ductive life, suitable for one with a 
marked pulmonary disability. 


A serious problem facing tubercu- 
losis hospitals is that of the patient 
who leaves as an irregular discharge 
before completion of hospital treat- 
ment, ie. AMA or AWOL. Not only 
is he likely to spread his disease to 
others but is usually readmitted at 
a later date with his disease worse 
than previously and requires a much 
longer period of hospitalization. Case 
S. T. illustrates how the rehabilitation 
board can handle this problem. S. T., 
age 25, single, white, was admitted to 
another VA tuberculosis hospital 
1946 as a service connected case. He 


left AWOL in March, 1947. 4 months 
later he entered this hospital, and 
again left AWOL in November, 1947. 
The following month he was readmit- 
ted here as an emergency. He was re- 
ferred to the board in order to deter- 
mine how he could be persuaded to 
remain until hospital treatment was 
completed. This referral came as a 
result of apprehension on the part of 
the ward physician and other hospital 
staff members that patient would 
again leave AWOL. 

As the result of board presentation 
and several reviews certain facts be- 
came apparent. It was thought that 
patient’s marked feeling of insecurity 
seemed to stem from his lack of hope 
for his vocational future. Counselling 
and aptitude testing resulted in a 
series of exploratory activities with 
the manual Arts Therapy Section. 
Automotive ignition, one of these ex- 
ploratory activities, became this pa- 
tient’s all-consuming _pre-vocational 
interest. It successfully allayed his 
restlessness and provided the self 
assurance previously lacking. His sus- 
tained interest, plus the special atten- 
tion given to him by members of the 
board directly concerned with his 
problem, was the main factor in his 





HANDICAPPED 
GET NEW HAND 
AUTO CONTROLS 


A system of hand controls, based 
on standard parts and adaptable to 
any make of car, has been develop- 
ed by Richard Leach, an Irvington, 
New Jersey, toolmaker and mechan- 
ic, to make automobile driving pos- 
sible for the severely handicapped. 
Mr. Leach, who was stricken with 
poliomyelitis in 1916 and is himself 
handicapped, has specialized in the 
fabrication of special devices which 
permit the disabled to engage in a 
wide variety of otherwise impossi- 
ble activities. Mr. Leach works on 
the principle that it is almost al- 
ways possible to change the ma- 
chine to accommodate the disability. 
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remaining in the hospital until his 
discharge as an arrested case in Sep- 
tember, 1948. The Vocational Adviser 
helped him to obtain admission to an 
automotive school, with advanced 
standing towards the objective ot 
automotive ignition mechanic. 


There is another type of case which 
appears in the minutes of the reha- 
bilitation board. In a few of our pa- 
tients, superimposed upon all of the 
other problems inherent in tubercu- 
losis, we find an anatomical deform- 
itv, the result of thoracoplasty, and of 
other more severe types of chest sur- 
gery. The scoliosis and limitation of 
motion imposed upon the shoulder 
girdle by such surgery are often com- 
plicated by the psychological difficul- 
ties common to the deformed. Oc- 
cupational goals which would other- 
wise be entirely suitable must be 
abandoned in the face of such skeletal 
deformities. There was recently pre- 
sented to the board the case of a 
young man whose interests and abili- 
ties pointed toward commercial art, 
but, because of the weakness of the 
shoulder girdle musculature on the 
operated side, he was unable to re- 
main for more than very short periods 
in a sitting position without suffering 
extreme fatigue. An objective had to 
be found which would permit him to 
move about. Whether a vocational ob- 
jective can be developed which will 
be in line with his primary interests 
and aptitudes is questionable. Such 
failures, as all rehabilitation workers 
know, are not uncommon. 


difficult situation faced by the 
tuberculosis rehabilitation worker 
concerns the large number of older, 
chronic patients. The chronic relaps- 
ing type of tuberculosis is characteriz- 
ed by a stationary x-ray film indicat- 
ing no change in the disease, an ab- 
sence of symptoms, i.e. fever, blood- 
spitting, loss of weight, anorexia, etc., 
and a consistently positive sputum. In 
the interest of public health these pa- 
tients must be isolated. This need has 
resulted in a type of domiciliary or 
custodial care, which, while protect- 
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ing the public, has not contributed to 
the rehabilitation of the individual 
patient. In fact, the long period of 
hospitalization has built up in the 
typical chronic patient a feeling of 
dependence upon the institution, and 
has robbed him of self-confidence and 
ambition. The longer his hospital stay 
the wider his separation from the 
realities of the workaday world, and 
the grimmer those realities appear to 
him. The in-hospital rehabilitation 
services, such as the PMRS, have 
proven effective in interesting those 
chronic patients who have enrolled in 
these activities in regaining skills 
long lost or in developing new ones. 
In some cases these interests have 
moved the patient to seriously at- 
tempt to solve his undeniably difficult 
personal rehabilitation problem. It is 
felt that the rehabilitation board has 
been effective in encouraging greater 
vocational utilization of the facilities 
of the PMRS by these chronic patients, 
and, through recommended staff ac- 
tion, in helping them to overcome 
the tremendous obstacles presented 
by their disease, their age, their in- 
security, and their long hospitaliza- 
tion. 


It might be generally stated that the 
seriousness of the vocational problem 
varies inversely with the level of 
the patient’s educational development. 
Pulmonary tuberculosis will not pre- 
vent a man trained in the professions 
of accounting, law, medicine, or journ- 
alism, for example, from returning to 
that occupation after his disease has 
been arrested. There is no great prob- 
lem in adjusting the vocational skills 
of a civil engineer, a news photo- 
grapher, to occupations less demand- 
ing physically. But what of the vast 
numbers of food handlers whose oc- 
cupation is precluded by tuberculosis, 
whose educations and vocational po- 
tentialities are comparatively limited? 
What of the thousands of unskilled 
laborers, whose brawn has won their 
bread, who, after their recovery, can 
no longer withstand the physical de- 
mands of their former occupation? 
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There is no general rule by which 
the physical capacities of these people 
may be matched to the demands of 
a job. Each must be considered separ- 
ately, each must be helped individu- 
ally, and many need just such service 
as that offered by the rehabilitation 
board. 


This article is presented in the 
hope that it might serve as a guide 
to tuberculosis hospitals desiring to 
establish a medical rehabilitation 
board. It is based on one hundred 
twenty eight cases taken up during 
the past three years. An average of 
three review meetings have been held 
on each of these cases. The VA Hos- 
pital at Castle Point has 605 beds for 
tuberculous patients. About sixty per- 
cent of the patient population are 
veterans of WW II and the remainder 
are veterans of WW I or of peace 
time service. All are eligible for any 
of the facilities offered by the PMRS 
and for consideration by the medical 
rehabilitation board. 


In summary, as a result of our 
three years of experience, we feel 
that the rehabilitation board: 


A. Has contributed to a better under- 
standing of the patient in his total- 
ity, by all of the hospital staff. 


B. Has been an effective medium in 
the solution of many perplexing 
problems in development of intra- 
and post-hospital programs leading 
to maximal vocational adjustment. 


c. Has been instrumental in reducing 
the rate of irregular discharges and 
readmissions by providing the pa- 
tient with a practical solution to his 
problems, and by offering him an 
attractive inducement to remain 
until hospitalization is completed. 


p. Has been of great importance in 
assisting the PMRS to provide its 
excellent adjunct to definitive medi- 
cal treatment. 


E. Has proven to be a time-saver to 
hospital staff members by encour- 
raging and facilitating team action. 





Ti jn » 
Corrective Therapy 

Training 

The third school in Psychiatric 
Training for Corrective Therapists 
was held at Topeka, Kansas. This 
school was under the direction of Dr. 
Karl Menninger, Dr. Edward Green- 
wood and other leaders in the field of 
psychiatric rehabilitation. The follow- 


ing Corrective Therapists completed 
this course — 


Robert L. Davis—Chillicothe, Ohio 
Donald P. Daly—Lyons, New Jersey 
Martin L. Bailey—Augusta, Georgia 
George Slager—Ft. Custer, Michigan 
Evan F. Ragland—Gulfport, Mississippi 
Emil Weber—Coatesville, Pennsylvania 
Leonard C. Ewald—Des Moines, La. 
Howard Zimmer—Lincoln, Nebraska 
Robert L. Kohler, Dayton, Ohio 
William Zillmer—Ft. Benj. Harrison, Ind. 
Ed. Z. Koski, Jr..—Louisville, Ky. 
Harold M. Robinson—Roanoke, Virginia 
M. R. Robinson—Bath, New York 
Edwin Hayes—Ft. Howard, Md. 

Cecil W. Painter—Nashville, Tenn. 
Malcolm J. Graham—Waco, Texas 
Lester P. Burrowes—Jackson, Miss. 
Luther Tarrants—North Little Rock, Ark. 
Eugene C. Isaacs—Marion, Ind. 

Miss J. Abbott—Tuskegee, Alabama 
Warren Landon—Canandaigua, N. Y. 
Herbert Dixton—Oakland, California 
Ed. E. Hurley—Vancouver, Washington 
Roy L. Hillard—Chamblee, Georgia 
Robert A. Ambler—Kecoughtan, Va. 
John Summa—Cleveland, Ohio 

Dwight T. Behan—Los Angeles, Cal. 
Fred D. Brandt—Palo Alto, California 
Carl Purcell—Hines, Illinois 

Hartwig H. Ruesch—Wood, Wisconsin 
Jack M. Steiner—Dearborn, Michigan 
Paul Roland—Danville, Illinois 

William Holaday—Danville, Illinois 








Heart Disease Parley 


The first national conference to 
formulate a program to combat 
heart diseases will be held in 
Washington, D. C., Jan. 18-20, it 
was announced yesterday by Dr. 
H. M. Marvon, president of the 
American Heart Association, and 
Dr. C. J. Van Slyke, National Heart 
Institute Director. 
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One could go on and on recounting many illustrations of 
varying types of cases but in all the principles are consistent. 
The instrument of education can and is serving a medical 
goal. It is a new instrument for the doctor to use in the 
care and treatment of his patients. No longer are the sick 
a piece of tissue under the lens of a microscope; no longer 
are they an unidentified organism or a broken bone. The 
patient to the doctor of today is an individual who must 
be returned to some degree of productivity for the sake 
of the individual as well as for the health and economy 
of the nation. 


Medicine is slowly developing a social awareness. Phy- 
sical Medicine and Rehabilitation is the vanguard of the 
sociological influence in medicne. We cannot and must not 
be content solely with the elimination of clinical signs and 
symptoms but we must insure medical gains by preparing 
the individual for his re-entry into competitive society 
prepared to meet its challenge. 


Medical Science has found evidence to indicate that 
there is an established inter-relationship between body and 
mind, psyche-soma. It is, therefore, of equal importance to 
take care of the mind while mending the body as well as 


its corallary. Plato in recording the conversation of Socrates 


expounds a comparable point of view over two thousand 
vears ago in Charmides: 


I dare say that you mav have heard 
eminent physicians say to a patient who 
comes to them with bad eyes, that they 
cannot cure his eyes by themselves, but 
that if his eves are to be cured, his head 
must be treated; and then again they say 
to think of curing the head alone, and not 
the rest of the body also is the height of 
folly. After arguing in this way they apply 
their methods to the whole body, and try to 
treat and heal the whole part together. Did 
you ever observe that this is what they say? 

I learned it when serving with the 
army, of one of the physicians of the Thara- 
cian king. He told me ’that as you ought not 
to attempt to cure the eyes without the 
head or the head without the eyes, so 
neither ought you to attempt to cure the 
body without the soul; and this’ he said 
‘is the reason why the cure of many dis- 
eases is unknown to the physicians of Hel- 
las, because they are ignorant of the whole, 
which ought to be studied also; for the part 
can never be well unless whole is well. 


‘For all good and evil whether in the body 


Sditorial (Continued from Page 16) 





or in human nature, originates, as he de- 
clared, in the soul and overflows from 
thence, as from the head into the eyes. And, 
therefore, if the head and the body are to 
be well you must begin by curing the soul; 
that is the first thing. And the cure, my dear 
youth, has to be effected by the use of cer- 
tain charms, and these charms are fair 
words; and by them temperance is implant- 
ed in the soul, and where temperance is 
there health is speedily imparted, not only 
to the head but to the whole body. And 
he who taught me the cure and the charm 
added a special direction. “Let no one, 
he said, ‘persuade you to cure the head 
until he has first given you his soul to be 
cured by the charm for this is the great 
error of our day in the treatment of the 
human body, that physicians separate the 
soul from the body. ‘And’ he added with 
emphasis at the same time making we 
swear to his words, ‘let no one however rich 
or noble or fair persuade you to give him 
the cure, without the charm.” 


The proposed reorganization would create super ther- 
apies in Physical Medicine Rehabilitation. Functions now 
performed by five distinct and highly technically trained 
groups of personnel would in one rapacious maneuver be 
bastardized by a pseudo-metamorphosed super therapies! 
Through this adulteration of the purely defined therapies 
there would be a loss of the dynamics which evolved 
as a result of the contributions made to the field of 
Physical Medicine Rehabilitation by the so-called therapies 
of Educational Therapy and Manual Arts Therapy. 


Bernard M. Baruch, known as the elder statesman of 
this Nation, has seen fit to pledge his fortune to the ad- 
vancement of Physical Medicine and Rehabilitation in 
order to make available to the civilian population of the 
world those same Rehabilitation benefits which only the 
military received during the recent world conflict when it 
was essential to salvage human life. 


In view of the progressive development of Physical 
Medicine and Rehabilitation in recent years; in the light of 
the growing need of an aging civilian population and an 
increasing number of veteran patients in all classifications 
of disease and disability, is it fitting to hybridize Physical 
Medicine and Rehabiltation or shall it, with head high, 
advance to the conquest of the problem of total Rehabili- 
tation for all mankind! 
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THE CLINCAL APPROACH 
IN VOCATIONAL REHABILITATION 


By 


ROBERT S. MORROW* 
VETERANS ADMINISTRATION HOSPITAL 


Bronx, New York 


Since the selection of a suitable oc- 
cupation is itself merely one of the 
facets of the general adjustment 
problem, vocational counseling could 
be considered as an important phase 
of clinical psychology. In this re- 
spect, one need only to consider the 
dramatic personality changes which 
occur when the groping individual 
finally realizes that he has been able 
to choose a career; or the depressed 
and hopeless client who learns per- 
haps for the first time that he has use- 
ful aptitudes for one or several voca- 
tions. 


The techniques of vocational guid- 
ance parallel the techniques of clini- 
cal psychology. Both employ the case 
history method and _ interviewing 
techniques and both methods depend 
considerably on the use of psycholog- 
ical tests. Through this overlap in 
methodology, the vocational coun- 
selor frequently assumes a partially 
clinical role in the diagnosis of emo- 
tional and personality problems. 


The understanding of and interest 
in diagnostic and clinical tests on the 
part of many vocational counselors 
equals that of the clinical psycholo- 
gist. The current popularity of the 
Weschler - Bellevue, Rorschach, TAT 
and other projective and objective 
personality examinations in many 
guidance clinics illustrates the grow- 
ing emphasis on the clinical aspect. 
Moreover, the counselor should have 
a firm grasp of prognosis and therapy 
for a thoroughgoing understanding of 
his client’s problems. 


Published with poatnies of the 


Administration w 


The vocational problem is usually 
an aspect of a more general emotional 
problem and since the occupational 
confusion is symptomatic of deeper 
difficulties clinical psychology helps 
us understand and treat the total per- 
sonality. 


The counselor frequently meets in- 
dividuals whose personality disturb- 
ances are camouflaged by emphasiz- 
ing vocational difficulties. For ex- 
ample, the young lady requests help 
in choosing a career ‘but during the 
advisement process confesses that she 
is really concerned about her marital 
maladjustment. The young man wants 
only “to take an aptitude test and 
nothing else” but after talking briefly 
with the counselor confesses that he 
was actually afraid of his homosexual 
tendencies but did not know how to 
seek aid. Clinical judgment and train- 
ing help the counselor avoid such 
diversions from the main problems. 


The Vocational Counselor who lacks 
clinical insight might be responsible 
at times for the creation of problems 
rather than their solution by concen- 
trating excessively on test results 
rather than on the degree of motiva- 
tion and the emotional needs of the 
client for a particular occupation. In 
one case, a veteran became badly de- 
pressed and attempted suicide when 
informed by the vocational adviser 
that his test results were all poor, 
thereby precluding professional train- 
ing which he wanted. Another be- 
came extremely hostile and confused 
when she was told rather bluntly that 
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her intelligence and personality were 
inadequate for college. Subtle clinical 
handling could have prevented these 
and other similar emotional disturb- 
ances by giving greater consideration 
to the client’s emotional needs and 
considering these in connection with 
his capabilities. The proper presenta- 
tion of test results enabling maximal 
motivation and avoidance of emotion- 
al trauma requires considerable clini- 
cal acumen. 


More helpful than diagnosis of the 
psychotic and organic cases which 
are usually referred for psychiatric 
treatment is the knowledge that many 
of these patients can benefit likewise 
from vocational advisement. Excep- 
tional clinical skill and experience is 
required to determine the assets and 
limitations of each patient and to de- 
cide which of these patients is able 
to benefit from vocational rehabilita- 
tion. Reliance on psychiatric judg- 
ment is undoubtedly helpful but the 
person with clinical training can, 
make more satisfactory use of an ex- 
ploration of the patient’s total per- 
sonality integrating the psychiatric 
diagnosis with the occupational coun- 
seling. Psychiatrists and clinical psy- 
chologists are well aware of the im- 
portance of vocational adjustment in 
many psychotic and organic condi- 
tions. All too frequently has been the 
tendency in the past to ignore the oc- 
cupational needs of these individuals 
in considering them poor training 
risks. A more recent approach in clin- 
ical psychology utilizes the emotional 
assets and the skills of these individ- 
uals for fostering improvement and 
independence thereby making the oc- 
cupational guidance aspect part of 
the therapy. This can better inte- 
grate these patients into society as 
contributors rather than as hopeless 
hospital cases. It is generally agreed 
that many types of “ambulatory” 
schizophrenia can benefit from occu- 
pational training as a positive phase 
toward recovery. Our culture has un- 


doubtedly been enriched by the con- 
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tributions ot individuals who would 
otherwise be labelled and stigmatized 
as psychotics, deviants or borderline 
cases. 

Clinical psychology has made note- 
worthy contributions to a_ better 
understanding and social use of per- 
sons who are feeble-minded or border- 
line in intelligence. Heretofore these 
groups were considered either as 
hopeless or dangerous and they were 
abandoned without real training op- 
portunity. Ignoring their emotional 
and economic needs thus encouraged 
participation in anti-social activities. 
One can appreciate the fact that 
many factors in addition to low IQ 
contribute to the pursuit of tenous 
occupations such as “the world’s old- 
est profession.” On the other hand, 
these very same factors can be util- 
ized in more “modern” occupations 
which are socially more desirable. 


There are numerous __ instances 
whereby neurotic or intensive emo- 
tional difficulties are the underlying 
obstacles to or interfere with voca- 
tional training. These may manifest 
themselves in such problems as mari- 
tal and family conflicts or in inade- 
quate sexual adjustment; in problems 
of adjusting to physical handicaps as 
in war injuries; in job training prob- 
lems of various kinds (e.g., authority 
conflicts); in difficulties of attaining 
passing grades in school or school 
attendance, etc.; in vague somatic 
symptoms and anxiety feelings; in un- 
stable vocational interests or unreal- 
istic aspiration level; in aggressive 
reaction formation, insecurity, inde- 
cision, ambivalence, etc. Quite often 
these are temporary difficulties which 
are not sufficiently severe to require 
psychiatric attention but can be help- 
ed with therapy given by a clinically 
trained psychologist. Very few neur- 
otic conditions preclude vocational 
activity. As a matter of fact certain 
neurotic symptoms can be vocation- 
ally useful if no deep therapy is in- 
dicated. The classic illustration of this 
is the slightly obessive-compulsive 
who is a good prospect for routine 
clerical or laboratory work. 


Several illustrations may be cited 
from the experience of the writer to 
indicate the inter - relationship be- 
tween the personal and vocational 
problems. In one case a young lady 
was on the verge of a neurosis be- 
cause of her conflicts in making 
vocational choice. The conflicts de- 
veloped from the differences between 
her own wishes and those of her par- 
ents. She was able to choose freely 
only when she resolved these conflicts 
through a better understanding of her 
attitudes toward her mother. In an- 
other case a veteran changed his job 
training program four times. During 
the course of counseling he discover- 
ed that his guilt feelings regarding 
infidelity overseas prevented him 
from working among women. Follow- 
ing this insight he was able to resume 
training successfully. The writer 
counseled with many individuals 
whose improved martial or sexual 
adjustment permitted continued voca- 
tional training. Again there was the 
former WAC who dropped out of 
school and job training because her 
military resentments were related to 
resentment of all authority figures but 
with psychotherapy she was able to 
achieve better understanding and sta- 
bility. There were also many disabled 
veterans whose setisitivity to prosthe- 
tic appliances created strong obstacles 
to training and who benefited by con- 
comitant therapy. In all these cases, 
vocational advancement seemed cor- 
related with development in person- 
ality. 


Inability to cope with the social de- 
mands of conforming behavior must 
inevitably interfere with the vocation- 
al activity. Because of his knowledge 
of personality dynamics the Clinical 
Psychologist can suggest or apply the 
specifically needed therapy in con- 
junction with the vocational counsel- 
ing. Regardless of the psychothera- 
peutic method here used the primary 
aim in adjustment is to guide the in- 
dividual toward developing insight 
into his problems. From there a better 
integration of his personality may de- 
velop to a level where he can deal 
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independently with his problems and 
with the social situations which con- 
front him, The main goal of therapy 
is reached when the patient obtains a 
clear and unbiased picture of himself 
which permits _ self - understanding, 
growth and adequate evaluation of 
reality. 

Many guidance clinics tend toward 
separating vocational advisement from 
treatment of personality difficulties. 
The function of the adviser in this 
situation is limited to the vocational 
guidance on one hand and to diagnos- 
ing the existance of a problem on the 
other and the referral of the case to 
the proper agency. Frequently, how- 
ever, the non-vocational problem is 
entirely neglected because the coun- 
selor is unable to recognize or take 
care of the particular emotional diffi- 
culty. 

The more adequate approach, how- 
ever, has to consider personal and vo- 
cational problems as being interrelat- 
ed. Rather than to refer to outside 
agencies the personal problems while 
working on the vocational it appears 
more beneficial to include these ser- 
vices within the same agency wher- 
ever possible. In this regard the coun- 
selor and the therapist should work 
closely together as part of a team. 

This is the current policy in the 
Veterans Administration where the 
Vocational Rehabilitation Division 
and the Mental Hygiene Service are 
in dynamic relationship. Veterans who 
during advisement reveal non-voca- 
tional problems which are neverthe- 
less related to vocational training are 
referred for therapy through the Per- 
sonal Counselor® who is a trained Clin- 
ical Psychologist serving as liaison be- 
tween Rehabilitation and Mental Hy- 
giene. The advisement may be tem- 
porarily interrupted until therapy is 
completed or psychotherapy may be 
given concurrently with vocational 
training; in other cases even follow- 
ing the vocational training. In all in- 
stances, however, there is active in- 
terrelation and integration of psycho- 
therapeutic measures and vocational 
counseling. 
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During 1946 and 1947 about 20% of 
of the total advisement in the New 
York Regional Office of the Veterans 
Administration were referred for psy- 
chological and psychiatric treatment. 
Of these the more intense problems 
were treated in the Mental Hygiene 
Service while those cases which did 
not indicate need for psychiatric ther- 
apy were treated by the Personal 
Counselor. That the therapist and ad- 
viser are part of the same organization 
and can consult freely about the needs 
of the individual has proven very sat- 
isfactory. In this manner the whole 
person is treated. More important is 
the fact that only in such a dynamic 
work relationship can the personality 
needs as well as the capacities of the 
individual be considered. This holistic 
concern with the total person which 
is thereby achieved has all the obvious 
advantages over the less desirable di- 
chotomy between personality and ap- 
titude. 


* The Personal Adjustment Counselor is 
trained to do non-directive psychotherapy. 
He counsels with the less profound distur- 
bances as well as with those problems which 
are unrelated to military service while screen- 
ing the more malignant ones for Mental 
Hygiene Service. 
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CALENDAR ¢f Sent: 


DECEMBER 6—8... 


Southern Surgical Association, Hot Springs—Virginia, The Homestead. 


DECEMBER 6—93... 


Clinical Session, American Medical Association — Washington, D.C. 


DECEMBER 5—10... 


Institute on Personnel Relations, Edgewater Beach Hotel — Chicago, 


Illinois. 


JANUARY 18—20... 


Ist National Conference to Combat Heart Disease — Washington, D.C. 


MAY 23—27... 


4th Annual Convention of the Association for Physical and Mental 
Rehabilitation — Hotel Peabody, Memphis, Tenn. 
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With Farm Bureau’s automatic renewals, you'll pay only one-half 
year premium at a time. This means economy in operations for us, sav- 
ings for you. 

: @ Farm Bureau is a select risk company — one 

of the largest mutual insurers of autos in the U.S. 


@ Farm Bureau’s quick, fair claim service is nation- 
wide and backed by more than $36 millions of assets. | 


@ Farm Bureau is operated economically — in the 
interests of its policyholders. ca 


You'll like friendly Farm Bureau service. You'll like claims settled 
without haggling. You'll like saving up to 20%. 


EMMETT W. GREEN 
23 West 45th Street 
New York 19, N. Y 
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equipment made by EVERLAST. Send for free 
catalogue No. 49. 


At right: Everlast floor and Chest pulley 
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Physical Medicine and Rehabilitation 
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Brockman THERAPEUTIC Exerciser 
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e ELECTRONIC CONTROL OF SPEED e ELECTRIC OR MANUAL OPERATION 
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The easy adjustability and simple 
attachments of this unit permits a 
wide variety of Medically Prescrib- 
ed Exercises. 
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This book will help you do your job better 


NEW HOPE FOR THE HANDICAPPED 
The Rehabilitation of the Disabled from Bed to Job 


By HOWARD A. RUSK, M.D. and EUGENE J. TAYLOR 
Foreword by Bernard M. Baruch 


NEW HOPE FOR THE HANDICAPPED offers every 
worker in the field an overall picture of the latest rehabili- 
tation techniques, services, and devices. It is “an excellent 
orientation on the growth of and need for rehabilitation . . . 
We hope that more books of this calibre will be forth- 
coming.” 

—JOURNAL oF PuysicaL AND MENTAL REHABILITATION 


Proven Techniques 


Based on the rehabilitation programs of the military ser- 
vices and the Veterans Administration, NEW HOPE FOR 
THE HANDICAPPED describes the teaching aids found 
to be most successful in the army’s “learn while you heal” 
program — movies, occupational therapy correspondenc~ 
courses and lectures. The authors discuss fully the indi- 
vidual problems of every type of disabled person — the 
tuberculous, the arthritic, the paralyzed, the blind, the 
deaf, the amputee, the cerebral palsied, and the cardiac. 
Here are full evaluations of the latest reconditioning treat- 
ments, the most suitable jobs for each type of patient, and 
the new prosthetic appliances now available. 


The Future of Rehabilitation 


“NEW HOPE FOR THE HANDICAPPED educates both 
physician and layman to the potentialities of the handi- 
capped by a thorough analysis of what rehabilitation is 
and what it can do.” 


— JouRNAL OF THE AMERICAN MEDICAL ASSOCIATION 


“Not only a thought-provoking presentation of the national 
problem of disablement but also one of the most readable 
and informative works in the growing body of literature 
on the subject. Written in human terms and filled with 
heart-stirring episodes . . . It points the way to a solution 
of many of the problems of individuals and communities.” 


— Oscar R. Ewing, New York Times Book REvIEw 


“A must book for every physician who is 
interested in the field of physical medicine 
and rehabilitation” 


“NEW HOPE FOR THE HANDICAPPED is an inspiring 
book . . . written in a style that is both unique and 
interesting . . . packed with facts and figures concerning 
practically all aspects of physical medicine and rehabilita- 
tion as related to almost all types of serious medical dis- 
ability. The book is so broad in its scope . . . so cleverly 
intriguing, that nearly any reader will be held enthralled 
from beginning to end . . . it is a must book for every 
physician who is interested in the field of physical medicine 
and rehabilitation.” 

— ARCHIVES OF PHysicaL MEDICINE 


Contents 


The problems of America’s Disabled. Rehabilitation in the 
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The Authors 


HOWARD A. RUSK, M.D. is professor and chairman of 
the Department of Rehabilitation and Physical Medicine 
of New York University College of Medicine. He is also 
associate editor of The New York Times and Consultant in 
Rehabilitation to the Department of Hospitals of the Cit, 
of New York, the Veterans Administration and the Secre- 
tariat of the United Nations. 
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TEN DAYS’ FREE EXAMINATION 


Fill out the coupon belaw and we will send you a copy of 
NEW HOPE FOR THE HANDICAPPED. Examine it 
and see for yourself how clearly it discusses the medical, 
social, economic and emotional aspects of disability in its 
effects both on the nation and the disabled individual. 
See for yourself how it can help you in your practice. If at 
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